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CARLOS CORRAL, MD:  Good afternoon.  I’m Dr. Carlos Corral, the moderator for this session, which I think is entitled Medical Career Options, but it originally was to be titled Starting and Sustaining Your Medical Practice in Hispanic Populations, which I think is probably the more accurate description of what we are going to be presenting up here.  Nonetheless, I appreciate y’all being here today.  Thank Dr. - - and the National Hispanic Medical Association for inviting us to this conference to be speakers.  

The following speakers are going to be presented one-by-one, and then they’ll give their presentations.  I think following our speakers, we’ll have anywhere from 15 to 20 minutes for questions and answers with regard to anything that you may be wanting to ask any one of the speakers.

[LONG PAUSE]

DR. CORRAL:  Our first speaker this afternoon is Captain Kenneth L. Dominguez, MD, MPH.  Dr. Dominguez has dedicated his career to the pursuit of the treatment of HIV and AIDS epidemic in infants, children, and mothers with his primary goal of decreasing the mother to child HIV transmission and improving the quality of life and survival for HIV infected children.  Dr. Dominguez completed his bachelor’s degree at Harvard University, and both a medical degree and masters in public health degree at Columbia University.  He completed his residency training in pediatrics and preventative medicine at Harbor UCLA Medical Center in Torrance, California and at the CDC in Atlanta.  He was also trained as an Epidemic Intelligence Service Officer through the CDC at the Puerto Rico Department of Health.  

In 1991, he became a commissioned officer in the U.S. Public Health Service and currently serves as the rank of captain.  Since 1993 through his research at the CDC’s Division of HIV/AIDS prevention, Dr. Dominguez has become a national expert in the area of HIV in pregnant women, infants, and children and in the U.S. Latino population.  Please welcome Dr. Captain Kenneth Dominguez.

[SHORT PAUSE]

CAPTAIN KENNETH L. DOMINGUEZ, MD, MPH:  Thank you very much.  It’s really an honor to be here with you guys today, and I appreciate you taking time out of your busy residents’ medical school schedules and also for the physicians here as well.  I know it’s tough to get time out to do things like this.  So, I’m just going to open up my presentation.
[LONG PAUSE]
CPT. DOMINGUEZ:  So, the title of the presentation is Take the Challenge to Impact National and Global Health: Public Health Training and Employment Opportunities at the Centers for Disease Control.  In terms of an overview, in terms of what we do at the CDC, our mission is really to promote health and quality of life by preventing and controlling disease, injury, and disability.  So, it’s a very broad mandate.  People think CDC, infectious disease; no, it’s much broader than that.  We’re part of Health and Human Services—that’s the umbrella organization—and we’re one of 12 federal health agencies.  The CDC is composed of eight national centers.  Our offices are located globally.  We’re in 16 cities across the United States; however the vast majority of all of the employees are situated in Atlanta, Georgia.  We’re in over 50 countries outside of the United States.

We know that one of the reasons I’m here is because Hispanics are underrepresented in the CDC workforce, as they are in health manpower shortage across the United States.  So, we’re very much interested in having Latinos serve at the CDC at the national level, to be at the table in terms of decision-making, and helping to develop national policy.  Your voice needs to be heard.


This is a map of the CDC locations just to give you a sense of the cities that we mentioned across the United States, including San Juan, Puerto Rico and down at the bottom of the map, Alaska.  Here the countries shaded in orange are pretty much all the countries where we’re situated in.  The CDC recently established a senator for global health.  Within my division, the Division of HIV/AIDS Prevention, we used to have something called the Division of Global AIDS.  They have now become a part of the global center.  So, for those of you interested in international health, the CDC is a wonderful place to train and to work.


So, why even bother thinking about working for the CDC?  It’s not a traditional path that most people would even think about.  Most people are trained to think about clinical medicine.  When I was in medical school, I went to Columbia and at that time even primary care medicine was considered a dirty word.  Mostly people were thinking about going into the subspecialties and that sort of thing.  Public health was sort of like, eh.  Luckily I was able to do a public health degree while I was at Columbia, and that was always in the back of my mind.  How am I going to get involved?  How am I going to combine clinical medicine and public health?

So, I’ll tell you a little bit more about how that happened.  In terms of why even think about working for the CDC, first of all there are over 170 different occupations from which to choose from.  Once you’re at the CDC and you have a position, it’s relatively easy to switch from one categorical area to another.  For example, if you’ve been working in HIV for five years and you decide that you’re tired of this and want to move into injury or you want to work in cardiovascular health, it’s relatively easily, especially if you’re in the U.S. public health service.  It’s much easier to roll over into one of those positions, and we’ll talk about the public health service in a little bit.

Right now the average age of a federal employee is around 47 or 48-years of age.  There are a lot of people that are about to retire from the federal service at the CDC.  So, we’re going to be looking for people like you to take our positions and to take the leadership positions there at the CDC.  It’s really a good time to be thinking about if you’re interested in public health, think about the CDC and some of the other federal agencies as well.


There are great benefits.  There’s great work/life balance.  My brother is a pediatrician working on southern California. He has a large Spanish speaking population.  Because he’s a solo practitioner, he works pretty much seven days a week.  He rounds in the hospital every night.  He’s extremely busy.  He’s always asking me to come with him.  But I do enjoy the work that I do at the CDC.  So, that’s what I wanted to give you, sort of another side of the coin, another option to think about, basically thinking outside of the box.


As I mentioned, we’re underrepresented, so you could really make a difference by coming to work here.  In terms of the mission critical job occupations, medical officers are considered in the top ten.  We have quite a few medical officers at the CDC.  Epidemiology is another area, public health advisor, microbiologist; you can see the list down below.  The medical officers are in the top ten.  

In terms of federal grade structure, if you’re a civil service employee you have to become familiar with the GS structure and how they grade the positions.  So, you can see at the very bottom there MD is typically a GS-13 to a GS-15.  It depends on how many years of work experience you’ve had, but you can see a master’s degree starts at GS-9 but if you have more years of experience, you move up the ladder.  It’s the same thing with PhD.  It starts at around a GS-11 and it moves up from there.
How do you get started?  First of all for any of you who would consider applying for a job at the CDC, applying for a federal job is a little bit…it’s not as straightforward as one would think.  Essentially you go onto the USAJOBS website and you can pick a location in the country where you’d like to work and see if there are any federal jobs available.  If you want to do Atlanta, you can do Atlanta CDC and see what sort of positions come up.  They’ve recently changed the process by which people answer questions about the job requirements.  It used to be they had something had KSAs where they would ask you a bunch of questions, do you meet these specific requirements, and you would have to answer those questions and then tell them more on your resume, that you’ve documented those job requirements.  
Now they’ve changed it.  Up front they’re not asking you those questions.  Now they’re basically just asking you to send in your resume, and in that resume you have to provide evidence that you meet all of the job criteria.  So, if they say we would like you to have at least two years of clinical work experience prior to coming to the CDC.  When you answer that question or you show that you have that experience in your resume, the words clinical experience need to appear on your resume.  Any words that appear in the questions or in the job criteria, you need to have those exact same words appear on your resume, and any other words that may sort of describe that experience that you’ve had or the time period that you were there.
Anyway, there’s something called the resume builder on the USAJOBS website where you can actually build a resume specific to that job application.  It can be long.  It can be 50 pages if it needs to be.  It’s not like the private sector where they only want one or two pages, something very short.  The federal resume can be very long just as long as you document that you meet the criteria.  I think that’s really important because some people apply and they list and paraphrase their job experience using other words.  Sometimes they use a computer to actually go through and look whether you meet the requirements and they’ll kick your application out because you used a different word, something as silly as that.  So, if you are aware of these little tips, make sure you use the same words as what’s in the job announcement.

The next step is to think about working at the CDC.  For a lot of people it seems like a very foreign concept, but you can become more comfortable with that by maybe doing a training program at the CDC either as a medical student—even as an undergraduate you can come—or once you’ve finished residency, come and do one of the established programs.  Even for residents, if you know someone at the CDC such as myself, there’s sometimes an opportunity to set up a sort of informal program for residents to come and work on a project over the summer or do an elective.  There’s not a formal program for residents, but like I said, if you know someone you can set something up.  So, I’m happy to talk to any of you if you’re interested.

So, let’s talk about some of the training programs.  There’s quite a wide array of training programs at the CDC.  You can come for as little as six months, a couple of year to quite a long time to really get your feet wet.  We have programs that have a minority focus.  There are programs for people who are not U.S. citizens.  I get that question a lot.  I’m not a U.S. citizen.  Can I still come?  Sure.  There are quite a few programs.  You can see I’ve mentioned there’s seven for undergraduates, college graduates, another seven, medical students, at least 10 programs, and physicians, 13.  
In terms of the medical student opportunities, you can see the long list there and I’ve actually placed some copies of some of the descriptions of those programs.  Probably the most common one is the senior medical student elective.  It’s for fourth year medical students to come and do an epi-elective and do an outbreak investigation.  I’ve had students sent to cruise ships.  There’s an outbreak on a cruise ship.  They’re out there trying to figure out what’s going on.  We had students that went as far as Haiti.  We’ve had students go all over the place.  Wherever the EIS officers go, the medical students go with them.  It’s a great opportunity to get your feet wet and see if that’s something you’re interested in.
We also have for students who are really gung-ho about public health and they say I want to spend more time, we have a program called the CDC Experience, which allows you to stay about 10 to 11 months at the CDC.  It would require you taking some time during medical school to do that.  Also for those of you who have an interest in global health, there’s a CDC Hubert Global Health fellowship.  Basically it’s a six to eight week program during the summer, and that’s on your table as well.  I won’t take time to describe these because we have limited time, but just know that the information for the medical student programs is there and available to you on your tables.  I’ve also put extra copies on the back table as well.

What about physicians?  We have quite a few training programs that physicians can apply for.  Today I’m going to really speak about the Epidemic Intelligence Service Program because that’s the program that I came through to work at the CDC.  It’s a two-year training program.  At the end of your junior year that summer you start applying so that when fall comes around, that’s when they do all of the interview, during your third year of residency for the EIS Program.  Essentially you have to do an essay and they do an interview process.  They don’t interview everybody.  I think they usually interview about 300 candidates and the final selection is down to like 75.  They usually select about 75 candidates for the positions of EIS.  

They’re a mix of physicians, dentists, veterinarians, there’s always a couple of RNs that have an MPH degree in the class, and then PhDs, it could be anything in health related PhD.  So, we have some anthropologists, medical anthropologists, an economist that’s focused on health, but most of them are epidemiology PhDs.  The whole idea about the EIS training is basically you have to publish a morbidity/mortality weekly report.  For those of you who have seen that, it comes out once a week.  

Just a couple of weeks ago, the EIS officer that we have working with us published an article on pre-mastication.  About a year and a half ago we described some kids that got infected with HIV by eating pre-masticated food from their caregivers.  People were like what?  I’ve never heard of that.  It’s more common than you think, so we decided to go to a number of the HIV exposure clinics and ask the caregivers are you pre-chewing food for your infants.  We got about 30% of the caregivers that said yes, we are doing this.  It’s not something that people ask about.  If there’s blood in the mouth when they’re pre-chewing and it mixes with the saliva, it can transmit HIV if the viral load is high enough.  So, that’s something new that we came across.  By being at the CDC, you’re going to be coming across a lot of these sorts of new discoveries and you’ll be the one that’s publishing them.
Also, you’re asked to do an oral presentation at the EIS Conference.  It’s sort of like a 10-minute presentation where people line up and ask you a bunch of questions.  You do CDC grand rounds.  You also do phone duty.  When public inquiries come in, they ask you questions.  You come across some very interesting questions.

Anyway, it’s great training, and like I said, you’re with those 75 people.  At the end of your two years, you then decide whether you want to stay at the CDC or go back to clinical practice or go into academia.  Some people go work with the World Health Organization.  We have people that become medical epidemiologists for a state.  So, it’s a great network of people once you’ve graduated.  Then also, all the previous alumni become part of your network.

Eligibility, you have to be a physician with at least one year of clinical training.  We talked about the degrees that are required.  There are some positions for non-U.S. citizens as well.  Usually about 10 out of the class are for U.S. citizens and you have to have a J1 visa.  

Salary, these numbers range between 55,000 and 75,000 dollars per year.  I think it’s up to 78 now.  Usually the application deadline is in September.  Also, as an EIS officer you are eligible to apply for the preventive medicine residency.  You would apply during your first year of EIS and then during your second year of EIS, if you get accepted that would count as your first year of Preventive Medicine Residency.  When you tack on a third year, then you can sit for preventive medicine board.  So, you can get double boarded if you’re not already a preventive medicine resident.

Then just a few words about the commission core.  I came to work at the CDC through the U.S. Public Health Service.  It’s a uniformed service.  It’s not the military.  As I mentioned, some of the benefits are easier to roll over into new positions as you want to change the direction of your public health career.  Requirements, you have to be an MD, vet, nurse, pharmacist, engineer, scientist/research, dietitian, or other health related disciplines.  You have to be a U.S. citizen, less than 44-years of age at the time of application.  You have to pass a physical exam and possess one of those degrees that we mentioned above.
There’s sort of like a program where you can enter into the commission core early.  It’s sort of like with the army, the ROTC.  It’s not quite the same, but it’s called Co-Step.  So, while you’re in school you can come during the summer and if you can line up a job with somebody and there’s money for a position, you can come and work during the summer for up to three months, I believe.  The junior Co-Step program you don’t have to pay back.  The senior Co-Step program, you actually do have to pay back if you decided public health service is what I ultimately want to do.  It counts towards your retirement, which you can retire at 20 years.

That’s basically what I wanted to say.  In closing, what does it take to be successful as a public health professional at the CDC?  It’s important to have good oral communication skills and writing skills.  You have to want to sleuth, look for answers, enjoy researching.  We want leaders.  We want people that have a vision, people that are organized, able to think ahead and plan for the future who are flexible, able to respond to emergency situations, a multi-tasker, someone who enjoys working independently but is also a good team player, who has good follow through from conceptualization to the final product, keeps up with the continuing education requirements, good people and networking skills, likes being a mentor, maintenance of your own personal health and fitness, maintain good balance between work and personal life, and once again, thinks outside of the box.  

Finally, some of the differences between government service and being in academia or in clinical practice, mainly the difference being at the CDC and academia, one in terms of grant writing, really you’re providing the money.  You’re providing the program announcements to - - outside of the CDC to apply for.  You then will work with those clinicians.  If you have a multi-site study, you come up with a common protocol, a multi-site protocol and work on answering a particular question.  One nice thing is that you’re not really living from grant to grant as a lot of - - do.  I think that’s one of the big advantages that you’re on the other side of the table there.
You have paid travel.  Like I said, you can reassign to a new study area.  There are great employee benefits.  You can work from home.  You’re working at a population level as opposed to individual level.  My brother, he’s a pediatrician in California.  He’s clearly working on a one-to-one level with patients.  The work that I do at the CDC is you’re working with academic institutions, public health departments, and other countries will be calling on you to provide your expertise.  There is good job security.  You are unlikely to get laid off.  I think that’s it.  So just remember, think outside the box.

[SHORT PAUSE]

DR. CORRAL:  Thank you very much, Dr. Dominguez.  We’ll have questions at the end.  Just to notify everyone, Dr. Dominguez did not have any financial or other relationships to disclose.  Going forward, I’d like now to present our next speaker, Dr. Rene Sepulveda.  Dr. Sepulveda is currently an urologist in a group practice in San Antonio, Texas.  He’s served as previous Assistant Chief Urologist Services at Brooke Army Medical Center and was chief at the urology clinic in Fort Bevior and served as a regional surgeon with the 3rd Armored Calvary Regiment in El Paso, Texas.  

Dr. Sepulveda graduated with a Master of Science degree from the University of Puerto Rico magna cum laude in 1970.  He attended the University of Puerto Rico School of Medicine, is currently board certified as a Diplomat of the American Board of Urology.  Dr. Sepulveda is involved in several professional organizations.  He currently serves as president URO-2000 and is director of personnel with his urology group.  He’s been nominated by Texas Monthly Magazine as Texas’ Top Doctor in Urology on numerous occasions.  Please welcome Dr. Rene Sepulveda.

[SHORT PAUSE]

RENE SEPULVEDA, MD, FACS:  Thank you very much, and thanks for being here.  It’s the end of the day and a beautiful day outside, so you guys are brave.  I’m going to switch gears.  You’ve been listening to issues about public health, and we’re going to switch gears and talk a little bit about private practice.
[LONG PAUSE]

DR. SEPULVEDA:  So, I’ve been tasked with the issue of speaking about how to establish, how to start, and how to maintain a private practice in a Hispanic community.  I’m going to talk a little bit about where I’m from—I’m from San Antonio, Texas—and how we got our practice started.  Once you decide and you make the decision that you want to serve a Hispanic population or any population, the first thing you do is you need to look for demographics.  You can go to the city council, you can go to the business bureaus, and there are several websites that you can go to and pull up a demographic map.  We found that San Antonio is the ninth largest city in the U.S.  It’s the Bexar County seat.  The population is about 1.6 to 1.8 million.  Very similar to Los Angeles, the Hispanic population is about 58%.  It doesn’t mean everybody speaks Spanish, but they have Hispanic surnames.  Then we narrowed it down and we found that the big concentrations of Hispanic people were in the south and southwest parts of town, and actually our very first office was right in the middle of downtown where the biggest concentration is.


So, as you start your practice, you want to do that.  As you move forward and you want to expand your practice, you still look at this map because right now the biggest growing area of population in San Antonio and in Bexar County is in the far northwest part of town.  So, if you’re planning to expand your practice, this is very good information to have.


In San Antonio, we have a lot of Hispanics that are movers and shakers.  Our mayor right now, Julian Castro, is an up and coming national figure.  60% of our city council is Hispanic.  We have the first Hispanic president of a health science center who is now the University of Texas Chancellor, Dr. Francisco Cigarroa and the Hispanic president of the University of Texas at San Antonio.  Hispanics are very, very well represented.  In our group, which is called Urology San Antonio, the president and CEO and two of the board members are Hispanics, and about a third of us speak Spanish.  
We have three ladies in the group.  We see female urology is becoming more and more popular.  We find that we need more and more female urologists to join our group.  They’re instantly busy and instantly popular.  Our public relations department is Hispanic focused.  Last year we saw 110,000 clinic visits.  There are 26 urologists in the group.  There’s one nurse practitioners and one radiation oncologist.  We have nine clinics throughout town, again trying to serve the needs of the community.  

As you start to grow, as you start to become two in the group and five in the group, concentrate on quality.  This isn’t just for Hispanic populations.  You pick associates that you would send family members to and that you would feel comfortable with.  You choose associates that have a similar level of energy and willingness to grow with you.  The business of medicine unfortunately is just like any other business.  You need help.  As medical students we’re not trained to become businessmen.  Use consultants, and consultants are very, very, very important as one develops.
Collaborate with others in the community that have similar goals and ideas.  In San Antonio, we have a Mexican American Hispanic Physician Association.  It was a merger of Mexican American and Hispanic Societies and many members.  We cater to the needs of the medical students and the pre-med students.  We have scholarships for them.  We mentor them.  So, a presence and organization like that is very, very important to make yourself known and to get yourself out there.  Market your uniqueness.  A marketing done a tasteful and professional manner can go a long way.
We found that with our Hispanic population, especially the older first generation Hispanic population that tends to concentrate close to downtown, we had to have offices that were easy to access via mass transit and walkable.  Many of our downtown patients come to the office via the bus, and on a real cold day or on the infrequent snowy day they won’t show up because they just can’t.  So, plan your office in an area, in a medical building that’s real close to either metro or bus station and that it’s walkable.

Provide services in house, as many services as you can to keep that patient from having to go to multiple sites to get their service.  In urology, you all know we do labs and x-rays.  We have been able to bring that in house so that the patient gets all of the services under one roof.  When they’re unable to get to us, we go to them.  We have found that integration is a huge component of our success.  Our integrated services include imaging services, lab services, outpatient surgery center, pathology, we have a cancer center for radiation therapy, and we use a lot of the revenues from these services to put back into the community and provide services to the community.

As far as personnel are concerned, front office, nursing, medical assistants, and billing personnel, they really truly need to be bilingual and bicultural, preferably home grown—meaning they’re from the neighborhood—because they understand the issues of the neighborhood.  We have a clinic director that’s from Costa Rica.  The practice administrator is a Hispanic lady.  We address patient concerns and billing questions and everything in Spanish if needed.  We have translated registration forms, questionnaires, everything into Spanish.  Earlier one of the speakers was talking about how not all Spanish is the same.  So, we have to be neutral in how we say things and hopefully the Mexican and the Puerto Rican and the Costa Rican can understand the same questionnaire.  Many of our physician educational seminars are given in Spanish in the local community.  The cancer consultations can be performed in Spanish as well.
Thinking a little bit outside of the box like Dr. Dominguez said, when you’re catering not only to a Hispanic community but to a medical community in general, patients in general…this lady, Judy Capko is a consultant in medicine and she has some real, real important points.  Be the patient’s ombudsman.  Be on their side.  When you listen, listen with your eyes and your ears.  Really listen to them.  If you do those two things, they’re your patients forever, and they’re going to be so grateful that you gave them time.  Recognize their top concerns.  Most of our patients are there with a daughter, with a son who’s taken time off from work to help them at the office.  Respect that and appreciate that.  This holds true not only for Hispanic patients but for any patient.  So, have compassion and listen, and these are patients that will stay in your practice forever.
We think it’s very, very important to become involved in the community.  Get involved in hospital staff functions.  Become members of hospital committees and work yourself up to the chief of your service and the chief of staff at the hospital.  All of that provides exposure and visibility which in essence creates credibility.  You’d be amazed how many patients knowing that one has been chief of staff at their local hospital, they say he must be good because he was chief of staff.  So, it’s very, very important.  The ability to serve as council to elected officials and hopefully influence local and health care issues is at the forefront of this visibility and accessibility.

Community service projects, we do a lot of prostate cancer screenings.  There’s a big, big health clinic screening that is done in San Antonio once a year.  It’s promoted by the San Fernando Cathedral which is the big catholic cathedral right in front of the main plaza in San Antonio.  This is important because this is a trusted user-friendly location.  Patients, most of them unfounded say well, if it’s at the cathedral it has to be good, so we’re going to go.  The turnouts are amazing.  

This is San Fernando Cathedral.  Just as a little bit of a side note, we are very proud of this cathedral.  It was built in the mid-1700s.  It’s considered one of the oldest cathedrals in the United States in the 48 states.  Interestingly it still has the burial tombs of Davey Crockett, William Travis, and Jim Bowie who as you know were heroes of the Alamo.  The Alamo just celebrated its 175th anniversary of the Battle of the Alamo.
As far as political support is concerned, historically doctors have been the worst as far as getting involved in the political arena.  Now more than ever, we really have to support our local, statewide, and national politicians.  As they say here in Washington, on either side of the fence you have to get in their face and you have to let them know what the health issues and concerns of the communities are because the future of health care is going to be accountable care organizations.  So, let’s make sure that they are culturally appropriate as they’re developed and thought through.

In summary, we feel that all of these efforts will not only validate what you do but will underwrite your sustainability.  We feel that sustainability means responding to the needs of the community at all levels.  I’m going to stop here.  I know it’s been short but I’ll be more than happy to answer questions at the end.  I have not addressed financial issues of starting a private practice, and once we started to get bigger and bigger, rather than try to tackle all of the financial issues, we said let’s hire somebody that knows more about that than us.  Our COO has a master’s degree, an MBA.  I’m going to stop there.
[SHORT PAUSE]

DR. CORRAL:  Thank you very much, Dr. Sepulveda.  Dr. Sepulveda has no financial or other disclosures.  Again, we’ll move on to our next speaker, Dr. Martin Portillo, MD, FACP.  Dr. Portillo practices internal medicine at Gaithersburg Medical Center at Gaithersburg, Maryland and is Physician Director for Multicultural Services at Kaiser Permanente Mid-Atlantic Region.  Dr. Portillo holds a bachelor’s degree in biology from Rutgers University, graduate cum lade and received his medical degree from Rutgers Medical School in Camden, New Jersey.  In 1991, he completed his residency in Stamford Hospital in Stamford, Connecticut.  Dr. Portillo is currently a fellow of the American College of Physicians.  He’s board certified in internal medicine.  He was a member of KPMAS Ethics Committee and served as co-chair for the KPMAS Diversity Council.  He’s recognized as Maryland’s Health Care Heroes in the physician category by the Daily Record in 2009.  He is a member of the National Advisory Council on cultural competent care with the Department of Health and Human Services and the Office of Minority Health.  Please welcome Dr. Martin Portillo.
[SHORT PAUSE]

MARTIN PORTILLO, MD:  Thank you for the introduction, and welcome to everyone.  I want to put a twist to the presentation.  When I was asked to speak about starting your own practice, I said that I work for a big group integrated.  So, my twist is I’m going to speak about working at an integrated health care organization from my perspective.  So, let me open up my presentation.
[LONG PAUSE]

[OFF MIC]

DR. PORTILLO:  So, I came prepared in case that happened.  We are honored to be asked to share our experience.  We are an organization that embraces diversity.
[OFF MIC]

[LONG PAUSE]

DR. PORTILLO:  Okay.  We are an organization that embraces diversity.  Second, we are a model for the future.  Finally, I’m just going to talk about the life working as a physician in internal medicine at Kaiser.

Among the innovations that Kaiser Permanente has brought to the U.S. health care is that we’re a mission driven physician lead organization, always placing the member and the patient at the center of everything that we do.  We have prepaid health plans, so we expand the cost of care across making it affordable to everybody.  The physician group practice is working to maximize the efficiency of our care system to give the best quality care to our patients.  We focus on preventive illness, and as you heard from the health care reform changes, they really emphasize prevention.  We do that very well.  Our organized delivery system is put in as many services under one roof as possible.  We all are connected through the electronic health records, and I’ll talk a little bit about that later on.

We stay ahead through access, internalization, and service as the foundation of everything we do to our members.  We also have expansion hubs.  We created 23-hour holding unit in this area and we have 35 hospitals in California actually.  We have IT.  We are connected throughout the whole region.  All of the medical centers connect through technology.  I’ll talk about that a little bit.  We’re here to provide affordable, high quality health care to our members and to the communities we serve through the integration of our technology.  That’s what we mean when we say integrated health care.  Through the medical records, urologists can see everything that I’ve been writing on my patient, so we give continuing care across the board whether he comes to this center or to a center in Virginia.  

We think incorporating diversity into everything we do is also important.  Why is that?  It will lead to higher patient satisfaction scores, greater compliance with physician treatments, greater compliance with medications, and better relationships with the patients.  I would be remised if I didn’t talk about diversity.  We have created—and unfortunately I can’t show that here—handbooks, and we’ve created six different ethnic handbooks.  One on Latinos, African Americans, Asian-Pacific, on women’s health, on people with disabilities, and one is coming on the Middle Eastern.  Each handbook concentrates on five key concepts.  We talk about demographics, which is important, and the health seeking behavior of the patients.  We speak about chronic disease management for the populations.  So, they are about 40 to 50 page textbooks.  They have been well received.  About 250 medical schools are using it as teaching materials for their medical students.

We were founded in 1945, so we have over 60 years of experience.  You saw one of my colleagues put up a slide.  We are in eight regions.  We have 35 hospitals in California.  We have 454 medical offices.  We have 15,000 physicians and about 8.7 million members.  In this region, we have about two hubs which are 23-hour holding units with multi-specialty surgical centers and physical therapy, mental health, 32 medical offices, and we have over 950 physicians and over 500,000 members.  
Out of the 950 doctors that we have, only 2.5% are bilingual.  I’m one of them.  You can count them with your hands.  So, it’s important.  Our Latino population is exploding in this region.  It went from almost seven to nine percent to 21%, and in some areas 25%.  We are definitely trying to increase the Latino or the bilingual physicians in our service because we want to mirror our population.  As a matter of fact, I went to Puerto Rico almost three years in a row.  We were there two weeks ago to try to develop relationships with the residency programs because as a U.S. territory, they don’t have to go through any extra certifications because the pipeline is short as it is here in the United States.  We’re trying to work with college students.  We sponsor the D.C. Hispanic College Fund every year because if we help the medical students consider allied health professions, we can hopefully make a change in that pipeline.
What makes us better?  What makes us better is the connectivity that we have.  The electronic medical records allows through a patient portal for the patient to be able to communicate with the physicians.  The physicians can write orders, prescriptions, laboratories, and they can see digital imaging.  Once they order the x-rays, we can actually see them within 10 minutes from when the patient comes down from x-ray.  We offer all of the services in one building.  Some centers have MRI and CAT scans.  
We have a special icon that we can actually make an appointment.  If I see a patient that needs…for example, last week I saw a new patient.  We ordered an ultrasound.  The ultrasound is basically for quality.  Over 65, we do an ultrasound to - - for aortic aneurism.  It came back with a mass on the liver.  I told the patient I wanted to get a CAT scan.  The CAT scan was done within two days.  He had a mass.  I called my GI specialist.  That’s what we call p-counsel, phone counsel.  I called him, he’s available to me, and said this is what I have.  He said okay, we’ll go with interventional radiology.  I put the referral in and he got seen that afternoon to schedule him to get worked up for the biopsy.  
We also have the capacity if the patient doesn’t need to be seen that…it’s called e-counsel.  I pull the specialty.  I can actually see the specialist’s schedule, and in the office I’m talking to the patient, do you want to go at 8:30 or nine o’clock?  Sometimes I get oh no.  I’m too busy.  I’ll come back another day.  For that we let them call, but most of the time we give them an appointment and they leave my exam room with an appointment with a specialist.  It can be that same afternoon or that following day.  So, that’s what we mean when we say integration.  We can speak with a specialist.  We have a co-duality.  
What is the market saying?  There was a slide there that talked about NCQA and JACO.  We spoke about the textbook.  We spoke about the JP Powers and Associates who rate health plans on patient satisfaction.  We have been number one for the past three years.  NCQA has rated us excellent for the past two years in the commercial and in Medicare.  In California also because we have northern and southern California, they’ve been rated excellent the past three years.

When we talk about quality, quality is important.  We look at a lot of HEDIS.  We look at mammograms for women, colorectal cancer screening, and cardiovascular disease and diabetes.  We have something called CarePoint with the electronic records.  When I see a patient, the medical assistant is putting the patient into the exam room and the electronic record already alerts you that this patient is coming for a sprain ankle but she hasn’t had a mammogram.  So, it puts the order into my system for mammogram or for Pap smear.  It puts it there already.  If I want to order it, I just sign.  If I think it’s been done or she tells me I just had it done outside because she’s new, I just delete it.  That alert is making me stay ahead.  I get a report every quarter with how my patient is looking in terms of HEDIS measures.  

We give feedback.  When talking about patient satisfaction, we used to have something called - - Medicine.  We now call it MPS.  When a patient sees me and they leave, they get a form, a survey.  Did I listen to the patient?  Was I respectful?  Did I spend enough time?  Did they understand me?  I get a quarterly report out of 50 patients they survey randomly and I get that feedback.  I’m in the process of working with a quality department actually to break it down by race and ethnicity because it’s being done in California.  We’re actually seeing for example a young Caucasian who has been having low scores with the women patients for some reason.  So, he gets that feedback that with the Latino women he’s scoring low.  They work with him on communication skills to build that, and his scores went from 30 to 60%.  That’s important.  To us, doing everything we can for the patient is really important.

[SHORT PAUSE]

DR. PORTILLO:  Like I said, we’re building hubs.  The hubs are to create access to specialty care and deliver on the promise of - - services when it is needed it is needed most.  We’re all about prevention and we’re all about coordination of care with the specialists.  For example, in terms of quality in California the NCQA recognized that system because we actually made an impact on the cardiovascular disease burden on our population.  The mortality rate is 30% better than the general community.  So, they were recognized with all the quality initiatives that they have been doing.

Hopefully they get this slide. I just wanted to show all the possible opportunities that you have and leadership development opportunities that you have in Kaiser Permanente.  When you come in as a physician, my feeling is that you make an impact on the quality and the service that you give your patients not only in the exam room but when you become involved in leadership roles because you can impact the policies that are formed that will affect the patient’s care.  

That’s why if I tell my story when I became an internist in 1991—and I’m going to be 20 years this July—I got involved with CME coordinations.  Then eventually I became head of internal medicine.  I was involved in the ethics committee for six years.  I was involved with the diversity council.  I was the co-chair for six years.  Eventually at the diversity council we developed a department.  If you get involved and you make a proposal for any organization to make things better and there’s a return on investment for it, you will be sponsored by the leadership.  Having this ability is important because you can make a change to improve the care for the patients.  

Hopefully they get the slides for the last ones here.

[OFF MIC]

[LONG PAUSE]

DR. PORTILLO:  We have a motto.  Our causes help our passion of service.  We’re here to make things better.  So, we are a member center, multi-specialty medical group supported by advanced electronic medical records that connects our doctors and health care teams.
[SHORT PAUSE]

DR. PORTILLO:  In terms of opportunities, we’re in the process because of the health care, we’re expecting to have a lot of insured patients join us.  We’re looking to increase our 950 doctors by 100 within the next six to eight months.  19 of those we’re looking for primary care physicians because there’s a shortage of primary care everybody.  Everybody’s competing for primary care, and hence why I go to Puerto Rico to try to recruit.  My boss actually, the director of the HR department for the medical group, he’s going to Cuba next month to work with the medical school because they have a program where they’re putting out medical doctors that can go serve underserved areas, and they have a contract with countries from all over the world.  I think they have 50 U.S. students there right now.  So, we’re trying to see how we can help them get reincorporated into the United States health care workforce.  They need hours with physicians in the community so that they can apply for residency programs in the United States.


I was supposed to go but I couldn’t go.  We were going to send one person from this region and I think four from California are going just to look.  They have one of the best preventative programs in the world.  We went to see how they are doing it because we want to be better at what we do in terms of giving service to our patients.  I think that was about it.

There was something that I wanted to show.  In addition to the handbooks…we have time, right?

DR. CORRAL:  We have one more speaker.

DR. PORTILLO:  Oh, okay.

DR. CORRAL:  We’re already late.

DR. PORTILLO:  We’re already late?  Okay.

DR. CORRAL:  Yeah.

DR. PORTILLO:  We developed an award winning mini-series video that talks about health care disparities among all of the ethnic groups that I mentioned before.  We have facilitators.  We show it and we have a facilitator.  We’ve trained over 15,000 staff across the country within Kaiser.  In here about 3,000 staff and physicians have been trained.  That’s how important diversity is to us because we want  to create culture-sensitive physicians so that the patients get the best care that we can give possible.  Thank you very much.

[SHORT PAUSE]

DR. CORRAL:  Thank you very much.  We’ll go on to our next speaker, Dr. Phillip - - .  He has no disclosures.  I don’t have his bio, so I’m going to have Dr. - - do a brief presentation on himself.  Thank you.

PHILLIP, MD:  Thank you.  It’s a pleasure to be here.  I’ll try to keep us on schedule.  I’m Phil - - .  I’m a commissioned officer in the U.S. Public Health Service, like Captain Dominguez, and with the Health Resources Services Administration.  I’m a pharmacist by background.  I’ve done graduate work in international affairs.  I’m going to pull up my presentation and if you can keep me on time.

[LONG PAUSE]

DR. PHILLIP:  What I want to cover today…and if you walk away from this presentation, I want you to walk away with three main things, primary care, scholarship, and loan repayment and serving the underserved population.  I know yesterday for those of you who attended the plenary session, my boss Dr. Mary Wakefield gave an overview of the Health Services Resources Administration which is one of many Health and Human Services agencies.  She focused on the National Health Service Core, and I know we have a scholar here from Columbia University because he self-identified.  You could help me any questions and share your experience about the National Health Service Core.

Within HSRA, I work for the Bureau of Clinicians Service and Recruitment and I manage a policy shop which addresses sort of practice issues and other questions when it comes to our scholarship and loan repayment programs.  Our most famous program is the National Health Service Core, but we also have programs supporting nursing scholarship and loan repayment, medical health professional scholarship and loan repayment, and we have a native Hawaiian program that’s specific to Hawaii and a state program.  We’re beginning under the Affordable Care Act to offer some services and resources to our physicians in primary care.


I just want to give you a snapshot of our programs.  I know you’re all physicians but I know there are members in your community, friends, and families who may be considering other health care professions.  I want you to walk away from this presentation realizing a few things in listening to our colleagues here speak.  You’re riding a wave.  You’re coming in on a major transformation on our health care system both in practice opportunities but also technology, and what I’m going to show you is the sector of the health care system that we focus on.

So, we have several programs that I mentioned, National Health Service Core which I’m going to speak about in detail in a few minutes, nursing, faculty loan repayment, and also parallel scholarship programs.  I’m going to cover the National Health Service Core.  The mission of the National Health Service Core is to build healthier communities by providing access to care to underserved populations.  For those that are familiar with the Cuban system, it’s not great miracle if you look at it from a public health perspective.  They provide access and when you provide access to health care you can actually deliver it.  Our system in the U.S. is a bit more diverse, and so access, especially to underserved and underinsured may be limited and they enter the health care system, as you know at a much later stage, much more advanced conditions of diseases, and a much more expensive area.


Within the National Health Service Core, what we’re trying to do is promote physicians and other clinicians to go into primary care to serve those populations—and I’ll speak about the types of sites that you could serve at—and also to develop community leaders because it’s not just about providing health care to individuals.  I think all of the presenters here talked about social interaction—and I’m not talking about Facebook, but it can be Facebook—but social interaction within your community because how do you get individuals to come out to a cathedral so they can get access or knowledge about health care before they even get to a doctor?  That’s an important concept.

In the sixties it was realized that we would have a shortage of physicians.  A lot of the themes that we’re addressing in this century were addressed in the later part of the last century.  The National Health Service Core was created in response to that with the first scholarships in the 1970s.  It was basically a scholarship program.  It was realized that not enough physicians and clinicians were choosing the scholarship program.  It was too early in their career to make choices in primary care.  Later on in the eighties it was also integrated with a loan repayment program.  In the eighties there were about 3,000 clinicians in service, and we’ve grown substantially since then.


I want to just talk about the two recent programs.  One was the Arrow Program, the Reinvestment and Recovery Act, and Affordable Health Care.  When these acts—especially the Affordable Health Care—talks about health care reform, it’s sort of a very multi-faceted approach.  It’s not just getting 30 million more Americans health care of setting up insurance exchanges.  It’s actually providing loan repayment and scholarship to get more physicians to go into primary care, ergo building the workforce.  You heard from our colleagues here at Kaiser that even they’re addressing the issue of workforce development.


The National Health Service Core was established in the seventies, and the practice of medicine was very different in both logistics and the type of practice.  The Affordable Care Act allowed for two changes which we thought were substantial.  One is half-time service.  Currently if you take a scholarship or do loan repayment, you can do either full time or half time service.  There’s a payback period. The half time service allows many sorts of options.  It extends your service requirement but it allows you either to diversify your practice setting or to do teaching.  

The other thing that changed with the Affordable Care Act is that you can get service credit not just for providing clinical medicine, but also for teaching.  It’s a very sort of detailed teaching credit.  If you’re doing rounds or providing mentoring to residents or third of fourth year medical students and you’re actually giving clinical care, that is considered clinical care, but actually teaching is recognized as service credit, which I thought was quite revolutionary for this program.  Providing primary care and expanding our teaching facilities to the community not just from academic medical centers.  

Just to give you a flavor of the different type of health professions, physicians, mental health—and under mental health includes psychiatry, so it’s psychiatric nurse practitioners and social workers but also allopathic physicians who go on to psychiatric residencies are captured in mental health—and a few others, nurse practitioners and physician assistants.  My statistic is wrong there.  Currently we have about 8,000 clinicians in service.  Two years ago there were only about 3,500.  By the end of this year—and you’re going to keep hearing me say Affordable Care Act—we’ll be able to have about 10,000 clinicians who are in service in primary care through the National Health Service Core.
I won’t go through the statistics here, just some of the program details.  Loan repayment is available and scholarship programs.  The scholarship programs pay for tuition and fees for four years.  The application cycle is going to be opening for the scholarship program later this month.  If you have friends and colleagues who are considering medical school or have already been accepted, they may want to look at the scholarship program.  The loan repayment program is open now.  The application period for this time closes May 26th.  For those of you who are already in practice and have outstanding debt and are considering a practice change or are flexible to a practice change, you may want to look at the loan repayment options.

There are some other benefits and I’ll skip them right now just for the sake of time.  I mentioned the eligible disciplines before in primary care.  I want to talk about the sites.  There are two parallels to this.  In order to practice in National Health Service Core you have to practice in one of our sites.  This shouldn’t be considered as physical sites.  We don’t have a set of per se National Health Service Core hospitals across the country, but they’re either clinics or facilities—and I’ll go through a list of them—that are located in what’s called the HPSA, a health professional shortage area.  This is a federal designation based on different ratios of both social and other determinants of health and from mortality and fluoridation of water.  Communities get a HPSA score and based on the HPSA score is where we’re allowed to place people because that represents underserved populations.

There are a few other requirements to be a National Health Service Core site.  You have to offer services to all primary care services.  It’s not just specific to OB-GYN services.  You have to provide a sliding scale or discounted fee schedule.  We recently had a question whether free clinics could serve as National Health Service Core sites because they’re free.  So, we had to like work within the legislative to say yes.  Although they don’t charge any money and don’t have a sliding scale, they still can be designated a National Health Service Core.  You also have to accept all the payment systems like Medicare and Medicaid.

Here are some of the types of sites.  There are federally qualified look alike health centers.  These are health centers, community health centers that get money from HRSA.  Rural health centers, there are the urban underserved but also there’s a rural underserved.  Issues within the rural underserved may not be related to health status or poverty status, but just access to health care within the community based on travel distance.  Indian Health Service and I put down state and federal prisons and immigration facilities and state and public health departments.  So, one can be creative and one could even apply for a scholarship and loan repayment programs and also apply for the U.S. Public Health Service Commission Core and end up in a federal facility that’s supported by both in terms of salary and benefits and in terms of loan repayment.  For those of you who want to brainstorm with Captain Dominguez and me afterward, if you are interested in a public or federal career we can discuss that with you.
Just briefly about the nursing programs, they are a very important part.  They mirror the National Health Service Core.  The nursing programs actually allow a little bit more flexibility.  The nursing loan repayment programs are not limited to primary care although the focus is on primary care.  We have a faculty loan repayment.  We also have a state grant system where we give states money so they can run their own loan repayment programs.  Under the Affordable Care Act, we were given additional money to help set up some networks for our primary care physicians.  Many of the physicians and clinicians who work in underserved communities are working in clinics that are not well resourced, so issues such as CE attending conferences, other resources that one could get at Kaiser may not be available within those clinics.  We are starting a relationship with Morehouse School of Medicine—they have a primary care institute there—to set up opportunities for blogging, training, and free CE for people within the National Health Service Core.  That’s one of the other things.
I was perusing our website and I realized we had one of the resources medical Spanish.  When I shared this to one of the Spanish speaking colleagues in my office, she wasn’t very fond of the site and suggested a few other sites.  If you have input for us and what you think that we should put on our website and provide to primary care physicians, let us know and we can provide that resource.
Here is some information.  I can give you my name and number and we can sort of talk some more after.  Thank you very much and I look forward to your questions.

[SHORT PAUSE]

DR. CORRAL:  Can you put some slides up for me?  Thank you very much.  I appreciate all of the speakers presenting their expertise where they’re located now.  I was going to ask are most of the audience, are you residents or in practice?
[SHORT PAUSE]

DR. CORRAL:  What are most of the audience?

[OFF MIC]

DR. CORRAL:  Residents?  Okay, good.  So, you’re going to be looking within a short period of time for practice opportunities, I would expect?

[OFF MIC]

[SHORT PAUSE]

DR. CORRAL:  Okay.  Before we go to the questions, I just really want to give you ten quick pearls.  I think a lot has been covered and it’s just going to take about five minutes.  I’m actually a cardiovascular surgeon and I went back to El Paso, Texas.  I was there for a long time and I’m actually practicing down the road in Las Cruces, New Mexico right now.  I think just want I want to give you here is some sort of fill in with what has been said before.  Again, these are just pearls of wisdom and ten issues to consider.


Again, it sounds like everybody’s a resident here.  You do have to take into question whether you’re recently trained or if you have years of experience in your specialty and you’re looking for other opportunities and practice.  Again, you have to just look around as Dr. Sepulveda said and determine where you want to practice, whether you want to be in a large or small city, you want to be in a rural area, or you want to be in an underserved area, which was just mentioned.  Do you want to be in a largely Hispanic versus a non-Hispanic area?  Again, who do you want to work for?  That’s a very good question.  Do you want to go into self-private practice?  Do you want an established group or do you want to consider clinic or hospital employment?

I think the thing to remember here is the more experience and reputation you develop, the more options you’re going to have in the future.  So, when you are out of residency do figure on at least the next two, three, four, five years as a major part of your experience and reputation.  You’ll see as you go along the years that many doors will open up for you and you’ll have more options.  One thing that I always tell the residents coming out is competition is real.  Competition is real and keen even if you’re a Hispanic physician practicing in a Hispanic area.  

If you’re young and you go into a Hispanic area, you’re not necessarily going to get referrals from Hispanic physicians themselves.  I myself got a lot of referrals from many, many non-Hispanic medical school colleagues.  Try to really network the community as best you can.  Referrals, as mentioned before—I think Dr. Sepulveda brought it up—just try to establish referrals from as many sources as possible, preferably from physicians in your own age group who you can grow with your practice.  Visit medical colleagues in different specialties, and certainly visit outlying communities and clinics to get your name out there and establish an early relationship.

Marketing your practice, give lectures and presentations to community groups, attend local medical conferences, and also national ones if you can such as this one.  Unify your practice direction.  Simplify your message when you get out there.  Try to amplify your message by going to website, radio, or TV.  A website is good for information again, but it cannot replace your personal assets and your character.  Do try to have a presentation with your name out there to as many people as you can find.

Develop your language skills.  Generally patients whose first language is Spanish feel more at ease and prefer a Spanish-speaking physician for their care.  Much gets lost in translation with regards to explanations of illness, diseases, procedures and surgery.  So, it does behoove you to really brush up on your language skills.

Re-evaluate your practice status annually.  I don’t know about the future of private practice anymore.  It’s getting very difficult out there with overhead and malpractice insurance and reimbursements going down.  It’s really tough.  If you do go work for a group, try to annually establish what your future working in that group is because you may be there a long time working as an employee and you may never become a partner.  It is very important that you analyze that every year to determine whether that’s the right place for you to be or you need to move on and look for a better opportunity.

The future of employment, there are many hospitals, clinics, and large organizations that are now employing many physicians.  There are a lot of advantages to that in terms of not only your salary but also your overhead and giving you time to establish relationships with your community and other physicians.  One of the things that I keep reiterating is try to keep a healthy physical, emotional, mental, and spiritual lifestyle.  Try to spend adequate time with your family.  Enjoy your sports, hobbies, traveling, yoga, etcetera.  Establish relationships with church religious groups of your choice.  Remember life is a balance and try to keep it that way and you’ll be much more successful down the road.  

Thank you very much.  I’ll go ahead and open it for questions now with regard to any of our speakers.  If you do ask a question, could you just let us know a little bit about yourself and what your residency is and where you are in your residency?  Thank you. 

[SHORT PAUSE]

DR. CORRAL:  Any questions?

[SHORT PAUSE]

DR. CORRAL:  Yes?

[OFF MIC]

DR. CORRAL:  Can you use the microphone please?  Thank you.

[SHORT PAUSE]

DANIEL TURNER, MD:  Hello.  My name is Daniel Turner - - .  I’m a second year resident at Columbia University Medical Center in internal medicine.  I’m also an NHSC scholar as was pointed out earlier.  My question is in regards to the National Health Service Core program.  I know there are sometimes options to defer the payback once you finish residency in regards to certain programs.  What I did not know which is brand new to me was the teaching.  That was—
DR. PHILLIP:  [Interposing] That was a result of the Affordable Care Act.

DR. TURNER:  Okay.

DR. PHILLIP:  So, that would mean that if you would take a position at one of the federal facilities and set up a relationship with - - and want to be a proctor or mentor or whatever - - depending on where you would be.  So, you would get eight hours of service credit for teaching.  If you’re at a federal - - teaching health center, you have to - - .  - - get teaching or residency training - - .  - - .

DR. TURNER:  Yeah.  I guess my one question was what programs are available NHSC scholars that fulfill criteria that we can do before we do the payback?  I’ve heard sometimes that people can do - - with Johnson.  Some people say you can’t.  I know you can’t do a fellowship like a cardiology fellowship, but sometimes there are special programs that they say would assist in a possible career in primary care, that that is allowed.

DR. PHILLIP:  - - sometimes change based on - - .  There are certain fellowships that are allowed.  I think preventative medicine is one.  So, we can discuss it and at a minimum you should ask.  If you think there is something of benefit with primary health to you or you want to do a fellowship in that, you should approach us and say I would like to defer my payback period - - .  If there’s something that you’re thinking about now that you want to do, don’t wait until you’re ready to go into service.  Start - - .  - - .

DR. TURNER:  Yeah.  I’d like to say just in general that NHSC is a great program with lots of money.

[LAUGHTER]

[SHORT PAUSE]

DR. CORRAL:  Thank you.  Any other questions that you may have with regard to…?  If not, I think I’d like to adjourn unless there are any other comments from our speakers.

[SHORT PAUSE]
DR. CORRAL:  Okay.  Thank you very much.

DR. TURNER:  One thing.  Right now for the residents in the room, there’s the Harvard Alumni reception.  Normally you would read that and you would think you’d have to go to Harvard, but it is open to anyone who is interested in networking with people at Harvard in different departments of medicine.  They have free food and wine.

[OFF MIC]
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