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Opening Plenary – Federal Programs for Health Care Reform – Elena Rios, MD, Ciro Sumaya, MD

ELENA RIOS, MD:  We are going to go ahead and get started.  I am Elena Rios.  I am President and CEO of the National Hispanic Medical Association.  I want to welcome you to our [applause] 15th Annual Conference.  It gives me great pleasure to welcome all of you.

We have in the audience students from undergrad across the country who came here for NIDDK to learn about diabetes research.  We have medical students and other students who came here to learn about our CDC programs and our HRSA programs and our NIH programs.  And most important, we have medical students here to learn about surgical residents training of Johnson & Johnson this morning and other medical student type activities with the Latino Medical Student Association.  We have residents here from medical residencies across the country who are here to learn about our NHMA Council of Residents, which is brand new in the last year, and this year, we put the first Chairperson, Vanessa Salcedo, on our Board of Directors representing the NHMA Council of Residents.  [applause]

We have doctors here from our medical societies, the NHMA Council of Medical Society as well as doctors who are our members here from around the country, from the State of California all the way to Puerto Rico, and let me just say we have the Ponce [phonetic] Medical School here.  [applause]  Dr. Rodriguez, one of the Deans of the Ponce Medical School from Puerto Rico is here.  We are starting a partnership with them to recruit doctors to work in the Indian Health Service Reservations of the United States, and that is an important safety net.  It is a safety net in our communities, and any doctors interested who want to take a month away from your job to go to the middle of nowhere to help our communities of need, we need you, and we are very, very interested in helping our safety net.

The others who are here from government, from industry, from our sponsors, we welcome all of you to learn more about Latino health care and the importance of health care reform implementation for the Hispanic community.  And let me introduce our Chairman of the Board for the National Hispanic Medical Association to tell you more, Dr. Ciro Sumaya.  [applause]

CIRO SUMAYA, MD:  Good afternoon.  I am glad to see that we were able to work around the luncheon that perhaps started a little bit late and we just had lines everywhere, and now you all are here, so thank you very much.

I wanted to start off first with I guess congratulating ourselves for this 15th annual conference of NHMA.  It has been an undertaking vulnerable for years, and we have been very disciplined and keep going and growing and growing and thriving, thanks very much to your help.  So this is I think a major accomplishment.  To do this, we have had a Board of Directors that has been very active in making this happen, and I would like for the current Board members to please stand so we can be recognized.  We have some here.  [applause]  Thank you.

And next, I have to provide some specifics on sponsors that have made this happen as well.  And a number of these sponsors started with us 15 years ago, and they are still with us, and perhaps even in a greater funding sense.  But particularly Eli Lilly & Company, Ethicon Endosurgery [phonetic] Incorporated, Lifescan [phonetic] Incorporated, Novo Nordisk Incorporated, Vertex, and then at a level just below that, Eli Lilly & Company, Johnson & Johnson, Merck & Company Incorporated, patrons being Pfizer, Amgen, Empire Blue Cross and Blue Shield, Maximus, Pharmaceutical Research Manufacturers of America, and some additional sponsors being Abbott, AmeriGroup Corporation, Genentech, Kaiser Permanente, United Health Group, and this grouping has been pivotal in making sure that we continue and thrive, so thanks to them.

And you have it in your booklet here of the conference the listing, and please think of them in whatever occasion that you may have to working with patient care, et cetera.

This is a very important stage I think for NHMA because we see the many changes going on around the country in health care reform.  And we need to make sure that NHMA and its mission to improve the health of Hispanics in the country is at the table and is not just participating but being one of the driving forces.

As you know, we are a trade association, but it is not a trade association that is to its own benefit.  What we are trying to do is work together, Hispanic physicians and others who want to join the Hispanic cause, in improving the health of Hispanics in the U.S.

We realize there are many, many disparities and they have been around for a long time, and some of these may not be improving, and the demographics also are changing so that we have Hispanics but traditionally, California, Texas, Florida, and I am from Texas originally, but now, Idaho, Minnesota, all parts of the U.S. are seeing major increases in the Hispanic population.  And we have reform right around with us, trying to make some changes to improve access, prevention, efficiencies, and efficacies, medical homes that may be springing up, accountable care organizations, workforce issues, and they are in a bill, a major bill; what we don’t know right now is how much of that bill will actually pass over the next few months, in other words, be funded to actually be implemented.  They are authorized, but we don’t have the funds in many cases.

And so, we have to see as an organization how we can further support the implementation of the reform bill through our advocacy, through our politics, and working together, knowing that now we are working together, not only physicians in NHMA, but the physicians in NHMA are now teaming up with the students who are working with us with NHMA.  We now have residents working with us, so we have this grouping that is extremely important in networking.

We also are looking at expanding regionalization of the National Hispanic Medical Association across the country with regional areas of more local types of activities.  Trying to get appointees into the government - - is another extremely important endeavor.  And we have had a meeting actually yesterday with the White House people and they have a booth on how you can understand better the political appointee process and get involved with that in the future.  And then working together with the insurers, and we have a speaker as a panelist that will be here with us today in the Department of Health and Human Services, and we have panelists that will be talking to us later about these particular issues.

So the goal: how can we improve Hispanic health in this very fast-changing health care environment in the country with your help?  Thank you so much.  [applause]

DR. RIOS:  Thank you, Ciro.  Now our Chairman of the Board of NHMA’s foundation, the National Hispanic Health Foundation, Mark Diaz [phonetic].

MARK DIAZ, MD:  Thank you, Elena.  First of all, I would like to thank you all for attending the conference.  It is very important for us to have you all here.  And we are working hard to continue the conferences and our educational programs.  I would like to acknowledge the National Hispanic Health Foundation Board of Directors, and those of you who are here in the audience, could you please stand?  [applause]

Our foundation also depends on the support of our Corporate Advisory Council, and those members that are here, if you could please stand as well.  [applause]  Thank you, Barbara.  [laughter]

One of our major projects is our scholarship program.  So far, we have awarded over 100 scholarships to medical students, dental students, health professions students, and we are going to continue that program.  Our next scholarship dinner will be December 1st, 2011 at the Marriott Marquis in New York, New York.  We will also have a scholarship awards dinner on the West Coast in Santa Monica, Los Angeles, on November 10th, 2011.  And so, we encourage those of you who are medical students or health students, dental students, et cetera, to please apply.  You certainly won’t get a scholarship if you don’t apply, [laughter] so you need to apply for this.  And again, I would like to thank your sponsors for helping us to provide this support to the medical students and to continue our efforts to increase the number of Latino health care providers out there.  Thank you very much.  [applause]

NHMA Advocacy Efforts – Elena Rios, MD

DR. RIOS:  It gives me great pleasure again to discuss just briefly the National Hispanic Medical Association’s advocacy efforts as we celebrate our 15th anniversary being in Washington, D.C., and helping our Congress and White House and HHS and other federal agencies understand the importance that they need to be more responsive to the Latino community of this country.  Hispanics are now the largest ethnic group in the country, and according to the census, we are now over 50 million and nearing 18% of the United States population.  And by the year 2042, we will be one out of four Americans, and I think all of us understand what that means.

And again, if you would think about California, Texas, New Mexico, probably some of the other, well, of course, Puerto Rico, but some of the other states that are coming up in terms of the Hispanic population, we know now that 50% of all the public school students in the country are Latino.  So it really is important to realize that when you talk about health care reform for the country, we have to start preparing for the next generation of families and workers and students, the military, and start changing our mindset that in order to have a more responsive health care system, we are going to have to have a focus on Latinos.

So what NHMA has done in the past year since our last conference, we have had two Congressional briefings with Congresswoman Lucille Roybal-Allard, the Chairwoman of Health Care Task Force for the Congressional Hispanic Caucus.  The first one was last July with several of our partners, and I am not going to name every, all the speakers at these events, but just to say that we were very well received by Congressional staffers and national advocacy organizations to learn more about Hispanic health issues, and more important, strategies during this time of health care reform.

We had our second briefing in September, and again, it was about child nutrition and the importance of prevention.  And given health care reform, we know that that is the paradigm shift that we are about to see over the next decade, and how important it will be to move from a medical model to a prevention model so that we can have a more efficient and effective system of treatment that would be decreased because we would be more aware of changing our behaviors in our Latino communities.

The other thing we did this year was had regional meetings to discuss health care reform and to get ideas from all of you and others around the country.  We were last summer, last spring and summer in New York at the New York Academy of Medicine.  In the summer, we had a huge reception for our NHMA leadership fellows and our NHMA resident leaders also discussing how the reform with our newly appointed, one of our former fellows, Dr. Jaime Torres [phonetic], Regional Director of HHS.

Then in the late summer, we went to Sacramento, California, with our resident program, and met with the Governor’s Office, Richard Figueroa [phonetic] and the Schwarzenegger Administration, which was on its way out.  They are on the cutting edge in terms of supporting health care reform at a state level.

Then we went down to Los Angeles, and with the UCLA family medicine department and one of our former fellows, Dr. Michelle Bollad [phonetic], who is the Deputy Director at UCLA, we had an event there getting more ideas from the LA doctors.

In the fall, Hispanic Heritage Month gives us the opportunity to present not only in Washington, D.C. to the Office of Minority Health and HRSA’s Hispanic Heritage events, but to Rhode Island’s very large and growing Puerto Rican and Dominican populations, to Kansas City with the U.S. Mexico Health Week, to the University of Miami in January, and to the University of Arizona in February where we were able to make presentations with our medical societies and residents and medical students across the country, and gathering data on health care reform.

And let me just end by saying that NHMA is committed to the Obama Administration’s support, and we support health care reform.  We actually put out a statement in September at the 60-day anniversary mark when all of the new insurance reforms and the new prevention messages were coming out, the new grants to states to start outreaching to our communities.

And this was a statement from NHMA and from me, but it was the National Hispanic Medical Association, the National Association of Hispanic Nurses, and I know the President is here, and the Hispanic Dental Association, I know the President is here, too, representing over 125,000 doctors, nurses, and dentists, treating millions of Hispanic patients, support President Obama’s Patient Care Act, now known as the Affordable Care Act, not only for increasing access to care, but because it will provide quality care and prevention services that will reduce costs and support new jobs in the health workforce, this law over the next decade will result in a positive paradigm shift in the way health care services are provided to our patients.

And we went on and on and on.  I am not going to read the whole statement, but this got in newspapers all over the country.

We also have signed onto several letters with our coalitions in Washington, D.C., from everything from saving our health professions programs with the HIPNEC [phonetic] AAMC coalition, to preserving the health disparities initiatives and programs with the coalitions we work with in Washington, including the AMA’s Commission to End Health Disparities, the National Medical Association, and the Asian Physician’s Association, and we have also signed on letters really just from the general health, public health community to save funded programs that we know are very, very important to making health care reform a reality.

And unfortunately, and this is the message for all of you, we are in an era of 112th Congress with a Republican takeover, that means cutback, cutback, cutback, and that means that it is up to us as advocates and leaders for our communities to explain to the leadership in Congress how important it means to have healthy Hispanic children in schools, healthy Hispanic workers in our workplaces, healthy Hispanic soldiers in the military, and healthy Hispanic families in our homes, healthy Hispanic elderly so that we don’t have more hospital and nursing home use, et cetera.

So it really is up to us to change the mindset of our Congressional leadership in Washington, and we are here today to hear from our leaders from CMS, CDC, HRSA, and Karen Agnoni [phonetic] from AHIP [phonetic] to learn more about what we can do to again, to learn what they are fighting for and the vision for health reform from our federal and national leaders, but how we can also take those messages back to Congress so that we can continue on this health reform paradigm shift that is going to be so important for the next generation.  So thank you very much.  [applause]

So it is my great pleasure to introduce Dr. Donald Berwick, the Administrator for the Centers for Medicare and Medicaid Services of the U.S. Department of Health and Human Services.  Dr. Berwick oversees Medicare, Medicaid, and children’s health insurance programs; together, these provide care to nearly one in three Americans.  And before assuming the leadership of CMS, Dr. Berwick was President and CEO of the Institute for Health Care Improvement, Clinical Professor of Pediatrics and Health Care Policy at the Harvard Medical School, and Professor of Health Policy and Management at the Harvard School of Public Health.

Dr. Berwick is the recipient of numerous awards and honors for his work.  I heard you talk at the White House in December giving us the charge as medical associations in the country for helping you with the quality of care initiatives of health care reform, and we look forward and we are honored to have you here.  [applause]

Centers for Medicare and Medicaid Services – Donald Berwick, MD

DONALD BERWICK, MD:  Thank you very much, Dr. Rios.  It is a pleasure and an honor to join you here.  I am very, very grateful for the support that this organization has given to the Affordable Care Act and to the Administration, and we have work ahead in that vineyard.  And I am very grateful for anything you are doing to help us continue.

I have been in my job now at Centers for Medicare and Medicaid Services for nine months, and I am having a blast.  It is an incredibly interesting and wonderful place to work.  It is an extraordinary time, turning point time in American health care, and with all of the storm and the drama, nonetheless, we are really on course for what I have dreamed of as a physician and a person interested in quality for many, many years.  It is an extraordinary time; your help is so valuable and so essential.

The problem is not anything about the Affordable Care Act; it is the problem with health care.  Health care is unsustainable now, and I think you know it.  You are out there on the sharp end dealing with some of the most difficult challenges we have in our country with respect to health and health status, and understanding perhaps more than most other groups of providers how much better health care really could be if we organize ourselves around meeting the true needs of the population.

Too many people are being injured by care that is supposed to help them.  Patients are getting care that does not help them often and missing the care that does, and all of this occurring, of course, at a rate of rise in American health care costs that we just can’t sustain as a nation.  It erodes not just our competitive position internationally, but also our opportunities to invest socially in the other good things that we want.

And of course, millions and millions of people don’t have access to affordable quality health insurance.  That is changing; that is shifting.  The Affordable Care Act is a tremendous stake in our ground for our country around that idea that you shouldn’t wake up in the morning worried that you are going to become bankrupt from lack of health insurance, or that you can’t get the care you need.

For the population of greatest immediate concern to you, the Hispanics as Dr. Rios was talking about, the challenges are even more vivid.  I think about nine million Hispanics do not have health insurance; that contributes to poor health and lots of anguish for that population.

CDC just issued a report in coordination with the Administration on Aging and the Agency for Health Care Research and Quality on preventative services among the Hispanic population.  It found, for example, that 51% of elder Hispanics never had had a pneumococcal vaccination; 47% have never had an appropriate colorectal screening; 28% have never had diabetes screening; 16% of older Hispanic women have never had breast cancer screening.

Childhood obesity, in the population of special interest to you, is growing faster than in all other populations in our country; nearly two in five Hispanic kids age 2-19 are overweight or obese.  I have been traveling around the country visiting our regional offices and delivery sites all over the country, and this issue of obesity is just immediate everywhere.

And diabetes has taken a tremendous toll.  I think Hispanics are 50% more likely than non-Hispanic Whites to die from diabetes.  Those are staggering statistics.  You know them better than I do.  We have to do much, much better.  Understanding the needs of every population, and particularly Hispanic populations in our country, and finding ways to make the health care system work better for them is the job.

I came to CMS to focus on that, to focus on care and quality of care and on helping make care better.  I am totally convinced from my background of 30 years working on health care quality all over the country that that is the route to the solution of the overall American health care problem.  As in every other sector of a productive world, doing things right is less expensive in the long run than doing things wrong.  Failing to meet the needs of a chronically ill person who then gets dropped between the slats, becomes depressed, whose congestive heart failure gets better, who then stops taking their medication, blood pressure rises and have a stroke, that is a bad plan.  That is the plan for worst care and higher cost.

And I have seen the opposite, too.  I have seen seamless, coordinated, integrated responsive patient-centered care, and I can tell you it is the most elegant and efficient care.  It is the care I want for myself and for my loved ones, and you do for yours as well.

We can get there; I know we can get there.  Better care is available for this country, dramatically better care for every population.

I am also convinced there is no one force, no one agency or factor in American society can achieve that now.  The system is simply too tentacular [phonetic]; it is too connected.  There are too many moving parts, and no one can do this alone.  Partnership is the answer, working together to achieve the health care system that we want and need for ourselves and for others.

The partnership with the National Hispanic Medical Association is really a great example for others, making patient-centered care coverage and continuous quality improvement, and innovation mainstays are what we are doing together with you.

The precondition for you and for me and for all who want to join is accepting the challenge.  It is sharing the goal.  It is understanding what we want in our system.  And CMS, I am talking a lot about what we are calling now the three-part aim, which I explored in my prior work as well, and it is a sort of theory of the goal.  It is a statement of what the social need is, three things at once: better care, better care for individuals, better care when you need the care, better care for a diabetic patient or for a person with a heart attack or for a well person who wants to make sure they don’t have a heart attack, better care when you are in the hands of the system.

The second of the three goals is better health for the population, which is not particularly accessible, even mainly the health care, moving upstream to the causes of illness, that childhood obesity epidemic, we can help through delivery of health care, but we have to help also through changing and supporting communities and forms of intervention and help to families and children that don’t occur through health care.  So that is the second goal: better health.

And the third is lower cost, that is, lower cost not by withholding care from anyone at all.  I am not talking about withholding care from a single patient or harming a hair on anyone’s head.  It is better cost through improvement, better cost by making the care better; better care, better health, and lower cost through improvement.

People like you, stewards of the care for populations you care about hold the keys or ought to hold the keys to achieving that.  I don’t trust anyone with pursuit of the three-part aim more than I trust those nurses and doctors and pharmacists and therapists and managers who organize care and try to meet the needs of populations.  You are the best sources of the ideas and the innovations and the change that will allow us to get to better care, better health, and lost cost.

Your part of the deal is to want to intend that, to understand that that is a package.  It is a package which we need to pursue as a country together.  And our part of the deal, those of us who support you, is to support you, to give you the tools and the encouragement and the room and the celebration to go for it and to get for the population what you need.  We are in this together.

The most evident, easily accessible of the three aims is better care.  That is what we do every day, you and I, when we are seeing patients.  What does that mean?  It means many things: when you buy a car and you want a better car, you want, the definition of quality is going to have dimension, safety of the car, fuel economy, comfort, fun driving, durability, serviceability, these are the dimensions of goodness of a car.

Same in health care: health care has its dimensions, so the idea of improvement becomes textured as we look at it closely.  The Institute of Medicine, as most of you know, in 2001, gave us a vocabulary for the pursuit of better care by helping us understand its dimensions.  I served on the IOM committee and its work stays with me.  The Institute of Medicine outlines six aims for improvement.  It basically was telling us that a car should be safe and durable and fun to drive.  Good health care should be what?  Safe; that is, patients should not be harmed in our hands.  They come to us for help and sometimes we hurt them by mistake; we never intend to.  But we can stop that; we can make care safer, aim one.

Effective care, that means care that helps, making sure that people are guaranteed access to care guided by the science that tells us what can help them, and with that territory comes not subjecting them to care that can’t help them; that just adds risk and cost and discomfort.  Safety, effectiveness, patient-centeredness, put the patient at the center: we serve them, we are guests of the patient, not hosts, we are guests.  Timeliness, reduction of delay; efficiency, the reduction of waste; and equity, the closing of the racial and socioeconomic and ethnic gaps that are troubling our country, of which again you are more aware than most.

Safe, effective, patient-centered, timely, efficient, equitable care: that is goodness in that first aim.

I used to talk about that in the no needless list: no needless deaths; no needless pain or suffering; no unwanted waiting; no helplessness for people who get care or people who give care, for that matter; no unwanted, no waste.  And for everyone, for anyone, safe, effective, patient-centered, timely, efficient, equitable care.

I was on, as I said, the Institute of Medicine committee that generated that list.  As we were thinking about the evidence, we found gaps everywhere.  Every one of those dimensions, we are nowhere near where we could be in theory, and probably, and we are also nowhere near where we could be if we all copied the best.  For every one of those dimensions, safe care, effective, reliable care, patient-centered care, I can tell you the names of hospitals or clinics around the country that have gone there.  They are much, much better than most of the rest of us.  And so, we can have it; we can have that improvement in every one of those dimensions.

Probably it is not very useful to think about a hierarchy, but I have thought for many years about, well, is one of them the prince of dimensions, the one that is the most important?  They are all important: safety is the most evident, first do no harm; isn’t that what we were taught?

But I think there is one that is most important, and it is patient-centeredness.  It is the idea of person-centeredness.  It is that concept that we are servants and guests in the lives of the people we serve.  And when you are a guest in someone’s home, you inquire about how they want their home to be: take my shoes off when I enter or not?  What is eaten in this home?  Where does one sit?  How does one talk?

And that idea that care is in the control of every single person we serve, not us, them, I think begins to guide us toward what I might call a mature, the most mature form of really understanding quality.  I have seen it around the country: if you go visit Mayo Clinic, which is an interesting place, Mayo has, its big slogan is the needs of the patient come first.  And you kind of sense that that there is a sort of set, a rule base there that says you think first about what the patient needs.

Another slogan I heard once in a conference was nothing about me without me; I love that.  Nothing about me without me: if you are talking about me, I am in the room; if there is a decision being made about me, I am in the room.  And that concept that I am in is patient-centeredness, person-centeredness.

The other one I always, I think is the best is every patient is the only patient: I saw that carved on a rock as I entered a hospital once, every patient is the only patient.  That sense of the individualization of care for your populations, the populations you are most committed to, Hispanics, it is crucial.  We can’t get American health care right if we can’t get Hispanic health care right, and we can’t get Hispanic health care right if we don’t create a system of care which can be responsive to the local needs, vocabularies, priorities, histories, resources of that individual.  And if it is an individual that does not speak the same language as me, the problem is not less important; it is more important.  And I think if we could focus American health care more on this listening mode and responsiveness to individual customized needs, it will help so much.

We as clinicians are the adaptors.  We can take that mission forward and listen carefully and then guide those around us in policy and finance and set the conditions of care, design the care, to help us adapt more to the needs of every single individual.

Now, as I get to work in CMS, this is on my mind, is how can we coordinate our work to better help you achieve truly person-centered care?  I could go on much longer than I have about the many, many tools and methods the Affordable Care Act has given us in CMS, and that just the existence of Medicare and Medicaid and CHIP [phonetic], and now the new integration of the Office of Consumer Information and Insurance Oversight.  Now the Center for Consumer Information and Insurance Oversight is setting up the exchanges that will both monitor insurance companies around the country and also set up the exchanges for people who have new subsidies for their insurance under the law.

I want to focus on a few.  We are focused on racial and ethnic disparities.  It is coming from HHS.  HHS has strong strategic action now on coordinating across all of our agencies.  You will hear that from the other guests you will have today, to coordinate our work to really work on disparities as a key area of focus.

In CMS, that is represented in our own work on health care disparities.  We have an Office of Minority Health set up now, as every HHS agency has to.  I am really excited about what it might help us achieve.  I want to leverage our opportunities, take every resource that CMS has in Medicare, Medicaid, CHIP, our rulemaking, our survey and certification functions, our payment rules, our transparency work, and align it with the needs of very, of these important populations.  The Office of Minority Health will be working on achieving integration and coordination across CMS components.

On the accuracy and availability of racial and ethnic health data, it is very hard for us sometimes to look through the right window so we can understand what is happening with these populations, so we can better help them.

Expanding partnerships: as with you, I can’t, I would just hope that our partnership grows deeper and deeper over time.  Encouraging the use of evidence and science, understanding how one serves every patient on their own terms, what does customized care really look like?  That is core to our strategy: I meet with our leadership group repeatedly on how we are going to be increasing our efforts in that area.

We are working hard on prevention, an area close to your needs.  With respect to diabetes, we have been working on the Every Diabetes Counts project I think under the night scope [phonetic] of work with the quality improvement organizations developed in partnership with you, the goal of educating 10,000 Medicare beneficiaries better on diabetes management and control, educating over 500 physician practices.

We are working on immunization.  There is a gap in immunization with the Hispanic community in this country.  I saw the data most recently with influenza immunization.  It is a very wide gap, and it is one we can and should close together.  And that will be a focus of my energy as it was this flu season.

We are going to be working hard on another area, perhaps a little more apparently tangential to the core issues on your mind, but that has to do with patient safety.  My own background gives me a lot of experience and too much knowledge about how common it is that patients get injured in health care from infections they should be able to avoid, from medication mishaps, from lapses in continuity and chronic disease, readmission rates are very high because we fail to deal with continuity.

I have seen better; I have seen better.  I have seen better in an Hispanic are system.  I was very familiar and remain in touch with Clinica Campusena [phonetic] in Denver as I was working at my prior work in diabetes and its control and management.  Here was very much a safety net system serving an Hispanic population in the Denver area, achieving I think to some extent the best diabetes care I have ever seen anywhere.

And there is something about the ability, even under those stress circumstances, to mobilize a sense of population, responsibility, community resources, intention to, they had a registry and could follow their families using promatorres [phonetic] and other forms of assistance, and I saw a ballet in the management of diabetes in just the kind of setting that I know many of you may be working in.  I am excited about taking best practices like that and making them known not just within the Hispanic community, not just within the safety net systems, but I think for all of us to draw upon; lessons can be learned that are dramatic.

We have to close one other real asset I want to mention to you, and that is the Center for Medicare and Medicaid Innovation.  The Innovation Center is one of the other gems in the Affordable Care Act.  It was established by Congress, it exists now, and it will be soon publishing its request for proposals.  It has tremendous latitude, the Center for Innovation, and quite a bit of resource to help find or nurture best practices and programs around the country to vet them, to study them, to help them improve, and then to spread them.  And I hope you will stay very closely in touch through your association with this Innovation Center because I would love to see innovative experiments and pioneering work be nurtured with respect to the needs of the Hispanic population as I do for all other populations.

Anyway, thank you so much for our colleagueship and for your support.  I look forward to more, and I will be here anytime you need to reach me.  Thank you very much.  [applause]

[off mic]

DR. RIOS:  Dr. Berwick is going to take some questions, but can you please come up to the microphone and introduce yourself, please?

MALE VOICE:  Hello, I am Luis Estevez [phonetic].  I am the Former Chairman of the Board of the National Hispanic Medical Association.  I wanted to add my thanks to you coming here.  And my question has to do with this: you pointed out that clinic, and I did not catch the name, in Denver, and I think it is a very progressive model.  But to what extent will the funding stream be changed in order to support that kind of ancillary care that is essential to control of diabetes and other chronic diseases?

DR. BERWICK:  Well, funding will change.  The stream will change good because I think many of you understand what happens in the general medical economic world as we pay only for fragments.  When the system is lined up to pay for inputs and for fragments, and everybody doing their own job separately, you don’t get the kind of seamless coordinated integrated effort that we can see when we really can nurture integrated care in its full texture and meaning.  Clinica is able to do what it does because it is in a financing system which does encourage and support integrated effort.

So first, the big picture in the country where the Affordable Care Act contains a lot of very productive changes in the way we finance care; like accountable care organizations, the new rule will soon be out for comment and that is an attempt, very interesting attempt, to nurture continuity and responsibility for populations in fee-for-service traditional Medicare, very interesting move.  Can we make that happen?  Can we help doctors and hospitals and nurses and therapists work better together even while the payment is fee-for-service?

You are seeing bundled payment will emerge in which there will be opportunities to take responsibility not just for the little thing you did, but for the journey of the patient during a period of their lives when they are getting through their heart attack or their hip surgery or their cancer care.

Medical homes and health homes may allow other kinds of settings than the best of our community health centers to develop really a primary care home base.  So there is a lot of good news in terms of encouraging the kind of care we saw, I see at Clinica.

On the other hand, as we shift coverage for our population, and move from uncompensated care, let’s say, to expanded Medicaid programs now with first dollar federal coverage, the federal government is picking up at the start 100% and eventually a total of 95% in the long haul of the care of the newly covered adults in the expansion of the Affordable Care Act.  And the exchanges are set up; more and more people will have insurance who did not have it before, and that will produce some new patterns of use of care.  We know that.  We have to make sure the glide path is proper so that where great care exists now, it can continue to exist.  And we are working really hard at figuring out how to make that kind of transition as seamless as we possibly can.

We need to move into an era where we are paying for what we want: journeys through our care, better outcomes, better results, higher quality, not just every single event being paid for separately that produces fragmentation.  That is just not in the patient’s interest.

MALE VOICE:  Pablo Vehild [phonetic] from Albuquerque, New Mexico.

DR. BERWICK:  Pleasure.

MALE VOICE:  My question is you presented the Obama Plan really well, and my question is why is the opposite side, why are they so opposed to it if it is such a great plan?  That is my question.

DR. BERWICK:  Yes.  I think in the end, we all want the same thing, no matter what the name of our political party is, or even if we oppose this law.  I think we are united in wanting better care for America; even the most bitter opponents of this law I am sure don’t want people to be without good care and without security.  There are just very, very different theories about how to get there.

I think the kind of partnership that is embedded in the Affordable Care Act is public-private partnership.  Do you know that the proportion of federal financing and private financing of care in our country after the Affordable Care Act is just about the same as before: the American way to do this is in a public-private partnership preserving a private insurance industry but in a different relationship where we are working better together.

I guess I can see it.  I can see the results; I can see what is happening.  I can watch the improvement.  I can watch young people being covered now under their parents’ insurance policies.  I can see chronically ill people no longer facing the threat of loss of insurance coverage because they need it, because they have a preexisting condition; how silly is that?  I can see elders now who have access to preventative coverage, first dollar preventative coverage under this act.  I can see the benefits.

With respect to the opponents, I want to show them the benefits.  I mean, maybe they have a better proposal; I have not seen one.  I can tell you this one has tremendous seeds of progress for our country.  You are important.  The medical and nursing and therapist voices of this country, as you begin to experience this in your own work, you should, number one, speak up for what you like.  If you think it is going well, you are trusted and you can say, finally, I can see a patient, and neither the patient nor I will worry that they are going to lose health insurance because they have a condition through insurance - - .  So you can speak up.

You can also help us make this better.  I mean, my door is open, full of visitors like hopefully you, and come and see me.  If you say this is not working quite the way it should, can we move it, yes, we can change, and we will over time.  But you have got me.  I am an enthusiast for this.

DR. RIOS:  Shall we go on this side, I guess?

FEMALE VOICE:  Yes.  Hi, my name is Anna Natalia Perada [phonetic].  I am actually a faculty member at New Jersey Medical School.  I have actually been very fortunate to lead the CMS Cancer Prevention and Treatment Administration Program for Reducing Cancer Disparities under CMS, and particularly targeting Latinos.  And there are a lot of lessons learned in what we have done over the last four years.

Certainly, delivery of care, we have been promoting the idea of promatorres, or patient navigators, to advocate for that involvement into the medical home.  And I just wanted to, you know, you said a lot about embracing the concept, certainly the community clinic that you mentioned.  But at the end, it really comes down to how are we going to fund that type of service.  We all know it works.

DR. BERWICK:  Yes.

FEMALE VOICE:  We all know it is a great idea.  How do we integrate it into the payment model so that it is no longer just a funded program—

DR. BERWICK:  Yes.

FEMALE VOICE:  —but more of a real access to build trust and improve satisfaction and quality?

DR. BERWICK:  Yes, I agree with the question, for sure.  I have like a couple of quick answers.  One is by integrating payment, so the concept behind what, this accountable care organization, ACO, everyone is talking about it but no one quite knows what it is yet, right?  Well, I will tell you it is a way to offer payment to groups, physician groups maybe, that want to take responsibility for a population, and you can say, you know, I think if I could hire a few promatorres and put them out into the chronic care system, we can prevent hospitalizations here.  That will be better for patients, and it will save money.

And what the accountable care organization can do is share the money.  It allows us now to say, well, great, we are making progress; here are some resources to do even more with.  So it gives you more flexibility.  The same would go for a bundled payment if we get that right in a little bit less of an expansive way.

The other is learning.  Learning: we have the Center for Medicare and Medicaid Innovation, also the new Center for Dual Eligibles, another very important population, well, these are now resources within the CMS that can work with you in partnership with you.  If you have got an idea, we can now test it with you.  And that idea of learning our way into better and better ways to fund it, to finance it, the experiments can be on funding mechanisms, not just care delivery.  So your question is exactly on target.

Now, why don’t we, I call it like a national expedition; we are on an expedition to find the answer to your question.  How can we create the opportunity for really integrated care?  Not just the kind of care that disadvantaged Hispanics want, not just the kind of care any Hispanic wants; it is the kind of care we all want, everyone wants, that I want, which is continuity and seamlessness and responsiveness.

Thank you very much for you - - .  [applause]

DR. RIOS:  Two more; two more questions.

DR. BERWICK:  Oh, two more questions?  Okay.

DR. RIOS:  Quick questions.

FEMALE VOICE:  Very quickly, I wanted to thank you on Jessica Nunez - - President of the Sacramento Latino Medical Association in California, we are very excited about your willingness to be open through the process for comments on the ACO.  My question is this: I know there are concerns about rollbacks in appropriations, but it is my understanding that the ACO framework, the work that you have just outlined for us, has been sort of authorized.  Can you tell us at all if there are any threats that are coming up that would take your efforts offline, or are they pretty much a go in that the wellness funds are more that would be targeted, for instance.  I just want to have some sense because I think it is an important—

DR. BERWICK:  Thank you.

FEMALE VOICE:  —distinction.

DR. BERWICK:  Well, first, I have learned long ago, even before this current era in the past few months, to leave the crystal ball in a different room and just work on what I am doing right now.  [laughter]  And so, the basic attitude I have got, and all of our staff has, we are doing our work; we are getting this job done, and we will.  I think you can count on us; we are going to offer as best we can every American a chance for the kind of better care in a more secure environment that this new law offers, and that our regular, by the way, if there weren’t a new law, we still have lots of work to do.  We have demonstrations to do; we have normal payment rules to get out.  So the work proceeds and we are with you; we are not going anywhere.

Under the budget stresses, things can get harder.  Things that we want to do, we may have to slow down on.  But right now, it is full speed ahead right now, and we are doing our very best.  And with respect to accountable care organizations, it is going to be so exciting.  Within the new few weeks now, we are going to see the NPRM, the notice - - come out.  I can’t wait to hear back from your community about what you think.  I am sure we did not get it right; there is no way in the preliminary rule we could have everything right.  We just took our best shot and now we get to hear back from you in saying, oh, this would work but this wouldn’t, and then when we get to the final, we can make that better.

So let’s keep our eye on the ball and that is making care better.  That is how I am thinking about your problem, what you raised.  Last question?

DR. RIOS:  Last question.

MALE VOICE:  Hi, Andre Williams [phonetic], CEO of the Association of Black Cardiologists.  And we were very supportive of the Accountable Care Act—

DR. BERWICK:  Yes.

MALE VOICE:  —so thank you for your work there.  Our concern is that in cardiology, more and more physicians are retiring because they can’t make their practice go because of the reimbursement structure currently is somewhat broken.  And more physicians are integrating into the hospital setting—

DR. BUFORD:  Yes.

MALE VOICE:  —which we are seeing in limiting access for the community, especially communities of color where heart disease is still obviously the number one killer, but also disproportionately affects people of color.  And we are seeing now there is higher cost is associated with their care now that they are having to go into the hospital to seek treatment.  So what is being done in that area for as far as the reimbursement structure, especially, if you can, around cardiology specifically?

DR. BERWICK:  Yes, I am aware of the concerns of specialty groups.  They need to emerge from this redesign, redefinition of the way resources flow in a health system, robust and proud and able to do the work they want to do, I am fully aware of that.  I can’t give you in the time I have any one-line answer.

I can tell you I have heard from your community and others about this, the needs you are focused on.  I think that the texture of the Affordable Care Act and the guidance within the Administration is not one-size-fits-all at all.  We are not talking about coming with the single solution which will work everywhere and for all contexts.  No, in some contexts, small physician-centered practice must and will thrive; it has to.  That is how the needs will get met in that population because of its history, the demography, the resources it currently has.  In others, hospitals may take the lead.

I am committed every day, as I go in and look at the options we have got, to saying, well, how will this nurture pluralism, nurture the kind of local adaptation and community based solutions that will solve the problem so you can become confident in the setting you are in with your background and your history, you can be a contributor for the triple aim, even if it does not look the same in a place where there is a different kind of structure.

So that concept of giving you the room to solve the problem with us the way you can, that is very much on my mind.  Thank you very much, Dr. Rios.  [applause]

[off mic]

DR. RIOS:  Thank you, Dr. Berwick, and we have agreed to meet with CMS and especially the new offices that he mentioned for dual eligibles and the Center for Innovation, so that we can let all of you know about the important role that you have to give them more ideas.  So now, it gives me great pleasure to introduce from the Centers for Disease Control and Prevention Dr. Judy Monroe [phonetic], the Deputy Director of CDC.  She is also the Director of the Office of State, Tribal, Local, and Territorial Support working at CDC to support the, or to improve the capacity and performance of health departments, and to bring medicine and public health closer together.  She has also been the Indiana State Health Commissioner for the past five years and is new to the federal government, but we look forward to hearing her ideas on how we can work with CDC.  Thank you.  [applause]

Centers for Disease Control and Prevention – Dr. Judy Monroe

DR. JUDY MONROE:  Well, good afternoon.  Dr. Frieden does send his regrets that he could not be with you this afternoon, but I do have his slides and I am from CDC and we are all about data, so I think I am your only speaker with slides this afternoon.  But I am thrilled; it was great to hear who is in the audience.

I was a residency program director for a number of years in Indianapolis, and when I first joined the program, we had a few Russian-speaking patients, and that was our challenge.  And over the years that I directed the program, the demographics changed markedly, and when I left, we had over 50% of our patients that spoke Spanish, which led to some interesting situations.  When our faculty tried to learn Spanish, I remember one particular time when a faculty member tried to tell a patient to, that they could go ahead and get dressed, and it came out you can go ahead and re-upholster yourself.  [laughter]

So there are a number of stories like that, which meant that our recruiting, when I was on that side, recruiting Hispanic medical students was a high priority for our residency program, and it is a high priority for CDC to recruit at many levels.  We have a public health associate program that is Bachelor level, and we have got a lot of opportunities for physicians, and there is a recruiting booth, by the way, from CDC.  So I am going to put a plug in there.  Do you control my slides?

[off mic]

DR. MONROE:  Okay, so next slide  If you come to visit CDC, this is our headquarters, and I wanted to mention this because it is the Edward Roybal Center.  This is, yes, [applause] and he is a very prominent Hispanic.  He spent 30 years as a Congressman.  In his early years, he actually did tuberculosis education is my understanding, and he is the father of Lucille, Congresswoman Lucille Roybal.  So I wanted to mention that.  We can go to the next slide.

So under Dr. Frieden’s leadership, CDC has done, gone through a reorganization and has aligned ourselves to address five important areas which we believe are the public health priorities, and those five are excellence in surveillance, epidemiology and laboratory services.  CDC is also there, and that is my role as one of the Deputy Directors to lead the charge for supporting our state, tribal, local, and territorial health departments and public health in general.  And we really are a very systems approached office, the one that I am leading.  In fact, CDC was developed to support heart departments during malaria.  So it is an interesting history.

Increasing global health impact: we are all interconnected and that is extremely important, using scientific and program expertise to advance policies to promote health, and then last but not least is to prevent illness, injury, disability, and death.  Oh, thank you.

If Dr. Frieden were here today, he would tell you that prevention is the best buy, and that is, and you heard Dr. Berwick mentioning that as well.  Okay, now I am in control.  So also, under Dr. Frieden’s leadership, we are focused on winnable battles, and that is the way he phrases it, and this is something we want all of, we you’re your engagement in this as we fight the battles here.

Each of these areas is a leading cause of illness and injury, disability or death.  Each of them have evidence, and I think that is the important thing.  We know that there is evidence to make a difference, and it can be scaled up, and we have a lot of pockets of excellence where things are being done, but it is that scaling and having the champions in all of the different localities that can really champion the causes and take this on.  We can make a difference with these, and that difference could be made in one to four years, but it is heavy lifting.

So these are the key winnable battles for the United States.  One is tobacco, and we know tobacco is still a leading cause of disability and death, and it is preventable.

All of these battles also, medicine and public health really need to be working together.  Again, the system, it is a systems approach, so we can’t do it alone.  There is no silver bullet.  Some folks say that there is a silver buckshot, and all of us have a piece of that, so tobacco.

Nutrition, physical activity, obesity, and food safety: we might have cheated on that one.  We call that one; that maybe is two.  It is six winnable battles, maybe seven.  Health care associated infections, motor vehicle injuries, teen pregnancy, and HIV.  So let me run through each of these quickly.

Tobacco, as I have said, the leading cause of preventable death: if I had, if this chart went out to the 1950s, we would be more like 50% of the population that smoked.  This just starts in the 1990s there, but you can see over the last five, six years, we have kind of plateaued.  We have really lost some of our progress of the decline, and so, we need to recharge that to bring that down.

The one thing when I was a state health official, I did a lot of work in Indiana around tobacco, and there is smokers regret.  Most folks that have started smoking at some point regret that they ever started because it is so highly addictive.  We also know that those folks that have started smoking, a lot of them have already quit, so there is a lot of opportunity for physicians to make a difference there; nutrition, physical activity, obesity, and food safety.

Again, look at the chart: we have an incredible rise in obesity both in adults and children just since really the 1980s.  And this is something that is a challenge; again, Dr. Berwick mentioned this.  And of course, it comes, with that comes a lot of chronic disease.

And then, foodborne illnesses, when we look at cost of care of all of us, one out of six Americans will have a foodborne illness and in a year’s time in the $9 billion of health care costs.  So it is pretty staggering.

If you are admitted to the hospital, you have a one in 20 chance of having a hospital acquired infection.  That is pretty high odds.  We also know that at least a third of these are preventable with really simple and existing tools that we already have.  We have 100,000 patients that die each year from health care acquired infections, and the cost is anywhere from $26-33 billion.  So again, if we can shift our, we have got a lot of things that we needs to spend our money on, and this is not one of them.  So we need to turn this around.

One thing I wanted to mention here, we have got something, the MMWR, morbidity and mortality review that you are probably familiar with, each month we have been putting out vital signs.  These six topics are all covered in one of the monthly vital signs along with some other topics.

My office has started sponsoring a town hall meeting, so the vital signs come out and about a week later, we just engage folks across the country in a discussion around what was just said.  You are welcome to join those calls; if you come to our website, we started inviting practitioners with actually health care acquired infections which we did a couple of weeks ago, had a wonderful story from Tennessee where they showed really compelling data where they had decreased their hospital acquired infections, and it started with a couple of nurses that had heard a presentation and said we can do better.  And they were actually in a newborn intensive care unit, and it spread across the state: can’t do it without coalitions, a lot of collaboration.  And then, we are really focused, too, on these infections occurring in outpatient settings.

Motor vehicle injuries: the toll here so many of the times is on our youth.  It is a leading cause of death from ages 5-34.  You can see 22% of all deaths there.  And even though we have made progress here in the U.S., the rates of death from car crashes are still twice the rates of other countries.

So one of the things I used to say as Health Commissioner, too, I used to challenge all my programs, tell me who is doing it best because if someone is doing it better than us, that means it can be done.  And then, how are they doing it?  What are the elements?  What are the communications?  What are the collaborations and the coalitions, policies, et cetera?

Teen pregnancy is another one.  When we look at our rates, the rate has come down.  You can see in the U.S. we have a had a decrease, a 39% decrease, but that is far lower, rates are far lower and are decreasing faster in other countries.  So we have got room for improvement there.

And then, HIV continues to be spread despite the fact that it is preventable.  So you can see back in the ’80s there, the very high rates of, or the number of cases, but we still have a preventable disease here with high cases.

And then, of course, the cost, and so thinking about the diabetes, and I was glad to hear Dr. Berwick mention this as well, so if someone has diabetes, we are looking at about $6600 more in medical cost than someone without diabetes.  You are looking at over $1400 more for obesity, and tobacco, if you have ever been a smoker and you quit, the current smokers are about $1400 more than the former smokers, and for the nonsmoker, it is about a $2400 difference.  So these are areas that we know can make a difference and folks are doing it.  We have got some great examples.

This is a pyramid that Dr. Frieden published here about a y8ear ago, and it goes through the factors that affect health.  And again, this ties in nicely with what Dr. Berwick was saying.

It starts at the base of the pyramid with the socioeconomic factors: poverty, education, housing, inequality.  We then move up and there is the changing the context, and this is where public health really plays a big role.  This is fluoridation of water; this is the zero trans fat; the smoke-free air laws as an example; and tobacco taxes.  This is making it easier for the individual to make the healthy choice.

And then there is the long-lasting protective interventions, so we are moving up the pyramid here.  And that is immunizations, and you heard the gap with the flu immunizations with Hispanic patients.

This is the brief intervention: the cessation treatment, the colonoscopies, which we have a big gap in folks getting colonoscopies.

And then you move up to clinical interventions, so sorry, I am a physician, I am a family doc, I feel for this, but when you start to move up, it is less impact, so this is the treatment for the high blood pressure as opposed to preventing the high blood pressure in the beginning.  This is, now we are treating the high cholesterol; I call this secondary prevention if it is done well.  Primary prevention is when it never happens.  And primary prevention saves money: if the child never becomes obese, never develops diabetes, never develops hypertension, how does that not save money, right?  Now, primary care is the next thing that is really important.

And then, counseling and education is at the top of the pyramid, and that is when, and I did this lots of times in my practice, you need to eat healthier, you need to go be physically active.  And then they go out into the world, right, and all those influences.

And here is the impact, as I mentioned.  So the largest impact is at the bottom of the pyramid for health, one of the triple aims, and smallest impact at the top.  But again, it is a system we all need to work together.

So looking at the Hispanic population in the U.S., we have seen, and this is just showing this tremendous increase just since 2000, 29% increase, and it was between the 1990-2000, I was running the residency program I mentioned where our particular residency program saw a major increase.

Majority of Hispanics living in the U.S. are from Mexico, so this is just some data.  And remember I am from CDC, lots of data, a lot of slides here, but we will go through these rather quickly.  And Hispanics experience lower health status.  So this is a report that came out; it is the first report that CDC has published in health disparities and inequalities.  It came out in January.  And in here, you will find that Hispanics do have disproportionate health needs compared to other racial and ethnic groups.

However, well, here is a quote from the National Association of County and City Health Officials; this is from their Health and Social Justice Committee.  Inequalities and health status in the U.S. are large, persistent, and increasing.  Poverty, income, and wealth inequality, poor quality of life, racism, sex discrimination, and low socioeconomic conditions are the major risk factors for ill health and health inequalities.  And so, that is very important to CDC, I wanted to point this out and to our health officials across the country recognizing this, and it fits the pyramid that I showed you.

Now, what is interesting, Hispanics do have a higher life expectancy than Whites and Blacks, or Blacks.  So it shows this expectancy here, and this is from 2006, little higher expectancy.  And yet, those years can be burdened with disease, a lot of disease.  So this is the disproportionate burden that is linked to that: low education, language and cultural barriers, poor access to preventative care and health insurance.  I am going to show you some data on all of this: high poverty, the precarious social status, unsteady working conditions, unconventional medicine, the use of that, and we used to see some of that in the clinic I ran, and cultural views on health.

So when we look at poverty, Hispanics are twice as likely to live in poverty than Whites, and this slide shows you the other groups there.  Four times as many Hispanics as Whites do not complete high school; this is staggering.  Yes, this is staggering, and again, base of the pyramid when we are talking about health.

Hispanic adults have the highest rate of uninsured of any group: again, pretty staggering numbers.  And lower income Hispanic children are twice as likely as Whites to be insured.  So you have to look, this breaks it down, Mexican, Puerto Rican, et cetera, but if you look at the last two sets of bars there with all Hispanic versus the non-Hispanic White, you can see the total difference there.

So what are the top, the leading causes of death in our Hispanic population?  Heart disease number one, same as others; cancer; unintentional injury; stroke; diabetes; you can see the list there.  There are three of these that age-adjusted death rates are greater for Hispanics than for Whites, and that is diabetes, we come back again to the burden of diabetes and how important that is; chronic liver disease; and homicide, 2.5 times with the homicide.

Puerto Ricans have the highest rate of asthma and Mexicans the lowest.  There is CDC data; we are the data gurus.  Hispanic teens engage in high risk behavior more frequently than Whites or Blacks, and this is again concerning, 34%, this is from our wire BS [phonetic], this is the youth risk behavior surveillance system that we have at the CDC.  We do this every two years.  They go into the schools actually to have the teenagers answer the questions.

And so, 34% reported they had driven, and this is in like the last 30 days, so more than a third had been with someone who had been drinking; 15% had considered suicide; 8% had attempted suicide; 19% smoked; and using inhalants, 14%; we will go to the bottom there, 8% had used ecstasy, 6% methamphetamine, and 9% cocaine.  So we have a lot of areas here to be concerned about.

Hispanic girls have the highest birth rate of any group.  This was since 1995.  So you can see there the red line at the top are Hispanic, and you can see where it crossed over Black and Hispanic in the mid ’90s there.  And then, you can just see quite a difference there.

Teenage childbearing varies widely among Hispanic groups.  This is quite interesting data, I think.  So when you look again at the top there, the Puerto Rican versus, at 6% versus getting down around 2% for Central and South American, so quite a variation there.

CDC is doing a fair amount of work to address the high teen birth rates, and we are doing this with community partnerships; that is one of the strategies.  Improving access to family planning is very important; promoting evidence based prevention programs; and working with diverse communities, and focusing especially on Hispanic and Black.

So I will run through these a little bit.  Hartford, Connecticut, these are just some of the communities, so I am not going to go through each of these in detail, but Hartford is one, 41% Hispanic, 38% Blacks population.

We have got New York as an area 65%, the 15- to 19-year-olds are Hispanic, so again, the focus and that target.  Working in Massachusetts, and I think a high percentage there, and then Texas, 90% Hispanic population.  So this is bringing the community based organizations together, partnerships, using the evidence, translating curriculum into Spanish, and information, very important work.

HIV: the estimated percentage of new HIV infections, you can see Hispanics is 17% there.  Diagnosis did decrease from ’06 to ’09 for Hispanics, and in ’09, again, that rate was 23%.  They are three times, so this is the disturbing part of the data though, even though less diagnosis, they are three times more likely to be living with HIV than Whites. 

CDC, other HIV activities, we are working in local communities.  One of the big things is just trying to get folks tested.  You can’t treat it unless you know you have it, and so, raising that awareness, that has been a big focus of CDC is to get that early diagnosis, and then the access to care beyond that.  And doing this in nonmedical settings is important as well to reach the population.  So that is some of the work that we have done there.

This is, when we talk about obesity, just the map of the U.S., and kind of the distribution of obesity.  You can see Tennessee, when we talk about Hispanic adults, Tennessee leads; we do know that more than 75% of Hispanic adults have unhealthy weight.  And so, that is 38% overweight, 39% obese.  So we saw that range from states, 21% in Maryland, 37% in Tennessee, and again, that is going to carry with it then the diabetes and the heart disease and the other diseases that come along with that.

This shows if Hispanics have hypertension and cholesterol, this slide is showing you the control prevalence, so that dark blue line for hypertension and cholesterol, those are the ones, that is the prevalence of being in control, and then those in treatment are in the light blue.  And so, we have got a big gap, and that starts at 60% on this slide, so there is a big gap in those being identified and treated appropriately.

Thirty-eight percent of Hispanic children are overweight or obese.  One of the big areas here, of course, is cultural, and the use of foods as treats; that is something that we need to turn around if we can.  And equating overweight with healthiness, and then taking the bottle to bed: if you see this, 14% of Hispanic versus 4% for Blacks and 6% for White.

Highest rate of developing diabetes of any group, so I think we can see there, and the Mexican dishes that are high in sodium.  I love Mexican food, but when we look at the amount of sodium, the Mexican mix dishes contribute about 7% of sodium intake in the diet of the general population, and 11% in the diet of Mexican-Americans.  So when we go to the Americanized Mexican food, just a couple of these there, the beef burrito there is 830 calories with the 10.5 g of saturated fat, and over 1500 mg of sodium.  So you can just, you can see some of those Taco Bell, the Baja Fresh Steak Quesadilla, 86 g of fat.  So I saw the healthy cooking demonstration earlier.  I think that was great to have that here.

And then, the age-adjusted prevalence of diabetes, this again just shows again folks living on the Mexico side, the prevalence versus the U.S. side Hispanics versus Whites, again, it is just much higher, the diabetes incidence.

This shows the prevalence of type 1 and type 2 diabetes, so I think this is interesting.  If you look at Whites, they have a much higher risk in that zero to nine, and in the 10- to 19-year-old, that is that dark blue line.  And kind of ignore that, the one slide I realized when I was looking at it closer, I think they doubled the bars there; they should be combined.  But the takeaway here is that Whites have a much higher incidence of type 1 diabetes.  Of course, type 2 diabetes in the zero to 9-years-old is minimal; we don’t have a lot luckily.

But the 10- to 19-year-olds, and I will tell you when I was in my residency in medical school training, I don’t think I ever saw anyone with type 2 diabetes until they were at least in their 40s.  It was pretty staggering over the years that I was practicing to see that younger and younger age with type 2 diabetes, and this slide depicts that.  And then, so that is the T2, type 2, and then Hispanic is the purple on the far side there.  It is higher in our American Indian population.

Mexicans have 60% higher prevalence of gestational diabetes, so again, this is for healthy babies and so forth, just another point about the risks there.  We have a lot of, just to make you aware that CDC is doing a lot around diabetes for prevention, and these are some of the communities that we are working in.

And then, to wrap up, a few words on the Affordable Care Act: funds for prevention are at a sustainable level, very important that this is sustained.  You heard Dr. Berwick mentioning this about decreasing those barriers to preventative care, very important, by eliminating that.  But then, some of these dollars from CDC’s perspective is also helping the communities and getting to the base of the pyramid.  So if you can access care, that is important, but that is higher on the pyramid there.

And so, HHS is working with our state and local partners.  We have grant assistance going out to make sure that folks get their care.

When we look at the disparities and how the Affordable Care Act is going to help with that, again, coming back to the preventative care, very important that folks are going to be able to have access there.  The coordinated care, and Dr. Berwick mentioned this as well, or alluded to it, I know in my work in medicine with chronic disease, the coordinated care is so important, if we can get that right, and we have got great examples out there of how to do that.

And then, diversity and cultural competency with increasing in our racial and ethnic diversity in our health care profession, so there are some workforce dollars.  CDC is really focused on diversifying the workforce, and that will carry us for a long time.

Other points about the Affordable Care Act, getting health care providers in to the underserved communities, high demand, we really need that to happen.  I know Dr. Wakefield is here, so she will mention more about what is happening in the community health centers, and some of these points you have already gone over with Dr. Berwick, so I won’t belabor those.

A word about the National Prevention Strategy though is that the goal here, and this is still in draft form, is to increase the number of Americans who live to age 85 in good health.  So that is the point.  And we already saw Hispanics live longer, but it is not so much in good health.  That is the goal is to get to age 85 and be healthy, and have really enjoyed and been productive during those years.

So the strategy focus is our healthy communities, preventative clinical and community efforts, empowered individuals, and eliminating health disparities, and you all have a strong voice; I want to echo that, what Dr. Berwick had to say.  As medical students, residents, physicians, the medical community has a strong voice.  Please use it in your communities.  Use it locally at your state level and nationally, very, very important.

And partner with public health.  Really, that is my big message here today is if you don’t know your health department or know who is in public health, please partner.  Get to know them.  Find out what is happening that you might be able to work with them on.

Other things for the National Prevention Strategy recommendations are to standardize and collect health data for diverse groups, so getting at the health disparities, we need to have the data.  Expanding community collaboration to plan and implement prevention policies and programs, ensuring that prevention strategies are culturally, linguistically, and age-appropriate, and the best way to do that is to have a diverse workforce and have folks that have grown up in the cultures and understand and live in the cultures.  That way, we are not trying, like in the residency program where I was trying to teach cultural competency, which is important, but it is so much better to have a diverse workforce.  And then reducing community and cultural barriers to those clinical services.

So it is $145 million to the community.  Transformation grants: this is something that has been of high interest.  This will be funding that will go out that again is supposed to work to reduce the chronic disease rates on the front end, at the base of the pyramid, prevent development of secondary conditions, address disparities.  And then $25 million for racial and ethnic approaches to community health, and this has reached, these just show some of the targeted communities, the Hispanics, they are targeted through six grantees through reach.

So this is our goal: improving health for all population.  This is CDC’s focus: eliminating health disparities and insuring that Hispanic communities receive public health services to keep them safe and healthy.  So I will end there.  I am probably past my time.  [applause]

DR. RIOS:  Yes, just a couple questions?

FEMALE VOICE:  Yes, just real quick.

DR. MONROE:  Uh-huh.

FEMALE VOICE:  I am Dr. Soli Aguilar.  I am a family doctor and have been working in farm worker clinics for the last five or six years.

DR. MONROE:  Yes.

FEMALE VOICE:  Just I am so glad that you mentioned about the teen pregnancy because we can see out in the front lines—

DR. MONROE:  Yes.

FEMALE VOICE:  —young Latinas coming in, just a cycle of poverty being continued because of teen pregnancy.  And it just strikes me, two things strike me.  One is that I keep hearing on the radio in Spanish folic acid PSAs, the public service announcements.

DR. MONROE:  Uh-huh.

FEMALE VOICE:  You know, anyway, they are in Spanish: you have to take your folic acid.  But I don’t hear any, you have to get some condoms, public service announcements, which might be better than taking folic acid.  [laughter]  So that is number one.  [applause]  And number two is in my particular county, which is a rural farm worker county, it is a policy of our public health department to require 13-, 14-, 15-year-old girls to get a Pap smear before they can get birth control, which is not standard of care.  They are not supposed to be getting Pap smears at that age.

DR. MONROE:  Right.

FEMALE VOICE:  So that is a real barrier because a young woman is not going to go do that.  So we sort of maybe need a policy shift at the public health department level.  Maybe hit is just not trickling down, out, because people seem to make their own rules that maybe are not evidence based.

DR. MONROE:  Uh-huh.  Those are both really, really great points.

FEMALE VOICE:  Yes, thanks.

DR. MONROE:  I will tell you at CDC, we are doing a lot of work around teen pregnancy and how to message and how to use, you know, there is, we have got a really positive thing that came out where they get, it is Text for Mom, so again, the Text for Mom, they get texts if they are already pregnant; we are working on how do we get upstream and how do we get messages out in the right way.

For PSAs, obviously, there are a lot of sensitivities around what we can do, but in partnership, we can do a lot more.  Yes, we do have to get over that.  And so, no, your points are well taken, and I think the barriers, I have seen that in my own clinical practice, the barriers to birth control because of the Pap smears and all that, that is, yes, I couldn’t agree more.

FEMALE VOICE:  I am Martha Marino and I am from Riverside, California.  I am a second generation, I guess you could say, a person that lives from somebody that came from Mexico [laughter] because I am Heinz 57 basically in both religion and in—

[break in audio]

Health Resources and Services Administration – Mary Wakefield, PhD, RN

MARY WAKEFIELD, PHD, RN:  —health disparities by asking, well, not asking, directing, directing HRSA to engage in what is called a negotiated role-making process to develop a comprehensive methodology and criteria for designating medically underserved populations and primary care health professions shortage areas.  Two criteria that as you know have been in place for decades now, and they drive a lot of the resources across a number of different federal programs, so areas and populations that are designated as health profession shortage areas - - for example, a National Health Service Corps of clinicians and other federal programs.  So those definitions are very, very important.

Well, we have been asked to stand up a committee, we have been, and we have done that, that will look at whether or not we have got the methodology right, or if not, where those, where changes need to occur.  Again, very important because that methodology helps to determine areas that are eligible for funding, eligible for community health center status, for example; and as I mentioned already, placement of core clinicians, dozens of other federal programs, too.

So that is just one less known provision, but a provision that we are working on right now, and that over the course of the next few months, we will have teed up, that committee will have teed up for the secretary, a proposed methodology.

In addition, we also, of course, in other ways are, through Affordable Care Act provisions, looking at addressing disparities.  We have one of the projects that is explicitly targeted to reverse the rise in obesity under the, across the United States.  We are using at HRSA Affordable Care Act resources to launch something that is referred to as, an initiative that is referred to as the Healthy Weight Initiative that will reach across all 50 states, and that aligns with resources that are available through CDC and other parts of HHS.

This is particularly important for Hispanic-Americans.  Our rates of obesity and overweight are higher among Hispanic-Americans than non-Hispanic Whites.  And having said that, we also know that obesity and overweight is a problem for the entire nation.  So these investments then in illness prevention, health promotion, very important and embedded in the Affordable Care Act.

There are some other programs that are also important and have probably even a broader reach, again, as a result of the Affordable Care Act and operationalized through some of the other HRSA programs.  And of course, one of those I mentioned earlier as a HRSA program, but now is being ramped up markedly as a result of the Affordable Care Act, and that is investments in the community health centers program.  That is one of our most significant changes in HRSA programs courtesy of the Affordable Care Act.

The Congress and President Obama in the Affordable Care Act allocated $11 billion to be, to roll out over the next five years for the operation, expansion, construction of community health centers across the nation.  That support will enable our grantees to roughly double the number of patients that they see in community health centers.

That means that we will be seeing about twice as many Hispanics receiving care at health centers about five years from now than are receiving them right now, if we trend the characteristics of the population being served forward.  These include patients that are seen at HRSA-funded migrant health centers, and also include patients that reflect seasonal farm workers and their families.  And as many of you know, these are some individuals that have some of the nation’s most severe health care problems including hypertension, diabetes, infectious diseases, and certainly occupational illnesses, pesticide poisoning, injury from farm machinery, contact dermatitis, and so on.

So that $11 billion that the Affordable Care Act sets aside is really, really important for the populations that you care about, and frankly, for all underserved populations.  That money, that $11 billion, is split.  It is split into two categories: $9.5 billion used to expand sites and services, and of that amount, about 8.6% or roughly $800 million is dedicated explicitly to the migrant health center network.  You see how incredibly important the Affordable Care Act is for the populations that you serve and that you care about.  So this is a significant investment of resources, explicitly targeted to that population.

The remaining $1.5 billion is dedicated to new construction grants, and migrant health center grantees are also eligible to compete for those construction grants.  In 2009, HRSA-funded health centers served about 865,000 migrants and seasonal farm workers and their families through a variety of different settings.  And it is estimated that HRSA-funded health center programs serve more than one-quarter of all migrant and seasonal farm workers in the United States.  We are not talking 5% or 7% of the population, about a quarter percent of the population.

The Affordable Care Act also appropriates $200 million over the next four years for construction, renovation, and expansion of school-based health centers where kids that are attending schools in high risk areas can get the most basic health care services that otherwise they would frequently have difficulty obtaining.  So this is talking about investing health care services where we know children are in their schools.

Now, obviously, that kind of an expansion in community health centers also requires a workforce to be able to be there and provide primary8 care services.  So through the Affordable Care Act, again, you see special attention being paid to primary care workforce.

Fortunately, the Affordable Care Act allocates about $1.5 billion to support, over the next five years, the National Health Service Corps.  That is I think our signature program at HRSA that supports the education and the deployment of the nation’s largest single pool of health care professionals that work in underserved areas.

The Affordable Care Act provides enough to fund about 3000 new loan repayment contracts and scholarships this fiscal year alone.  - - was at the helm of HRSA, he would have wished for these kinds of resources.  I don’t think I am overstating that.  Historically, the National Service Corps was fairly anemically funded, but that has shifted markedly with the investments of the Recovery Act in the National Service Corps, and now on top of that, beginning, continuing to build the platform out with investments through the Affordable Care Act.

So we go then from a total field placement of about 3600 National Health Service Corps clinicians just two-and-a-half years ago, so think about that, 3600 clinicians in the field, on track to reach before the end of this year 10,500.  And that is just right now, and that is a new set of primary care providers for underserved populations.  [applause]  That is the difference that the Affordable Care Act makes, and those are some of the stats that you don’t hear a lot about on radio talk show and in newspapers, for example, incredibly important investments.

So almost triple the number then of clinicians through the Affordable Care Act, through the Recovery Act, and through annual appropriations.  And you know what else?  This investment is particularly important now for a whole other reason, and that reason is because states are in such difficult financial constraints that many of them are cutting back on the scholarships and loans that they make available to support health professions students.

So how fortunate it is that we have gotten this sort of infusion of resources going directly into states and local communications at a time when perhaps they need it the most.  These clinicians, and as I said, including more than 1500 Hispanics, are nurse practitioners, nurse midwives, family physicians, general internal medicine docs, geriatricians, pediatricians, dentists, oral hygienists, National Service Corps clinicians includes mental and behavioral health care professionals, and we now have, even though we have got this big bolus of clinicians coming in, we also have standing vacancies for more than 9000, 9000 health care providers at hundreds of locations across the country, so all by way of saying we have got a lot of opportunity waiting for Hispanic and other health care professionals with school debt and also with an interest in serving our most vulnerable populations.

So if you know anyone who is interested in taking advantage of those loans, some of them might be in this room, I really urge you to go to our website, that is NHSC.HRSA, that is HRSA.gov, and please help us spread the word, individually and collectively, about this opportunity for residents and other health care providers.

We are also on Facebook.  I have seen a lot of young people in this room.  So you can go talk to your friends on Facebook, but come to our site, too.  It is National Health Service Corps, all one word, on Facebook, and there are lots and lots of conversations among National Service Corps clinicians that are playing out on Facebook.  This is not your father’s Oldsmobile equivalent of the National Health Service Corps, let me tell you; it has changed a lot, Ciro.  [laughter]  It was great in his time, too, mind you.  [laughter]  He just didn’t have resources.  We have got resources now; that is the fun part.

So what happens today with National Service Corps clinicians?  Well, for people who sign up, they have $60,000 of their debt in exchange for two years of service repaid.  A two-year service commitment is $60,000, but if they are willing to serve for five, or for 5000 years, yes, [laughter] yes, it feels like it in my job, if they are willing to serve for five years, they can have up to $170,000 of loans repaid.

You sort of see where that gets you if you are a dentist or a physician; it gets you in a pretty important place in terms of eliminating debt.  And we think that if we can get that word out, that is one, just one, but one strategy for increasing the number of individuals who might be interested in pursuing primary care, that upfront debt relief.  And loan repayments, by the way, are tax-free.  What a gift.  So lots of benefits besides the fact that people who have got a little bit of an altruistic motivation can actually be where they might want to be anyway.

And so, as I mentioned, there are other changes, too.  For the first time in the 38-year history of this program, we are also accepting part-time applications.  So that is one of many new features.  That means that if there is a clinician that wants to split time between working at, for example, a rural health clinic or at an urban community health center, and they also have family commitments so they only want to work half-time, they can do that.  They will just roll forward their time to repay their debt.

Or if they want to teach at a local university half-time and work in a community health center half-time, they can do that, too.  And even in some of our private clinics that are designated as National Health Service Corps sites, there are a lot more opportunities to this program than existed frankly even a year-and-a-half ago.

Well, even beyond the National Service Corps, we also know that we have got lots of challenges for minority health professionals.  And we know at HRSA what you know, and that is that greater representation, greater equity in representation is not just good for the sake of equity, greater equity in terms of representation of racial and ethnic minorities, thank you, I can do that, is also important for improvement in health outcomes of patients and populations.  The data are rich in this area.  It is not just about equity in terms of insuring that we have got adequate numbers of racial and ethnic professionals delivering care; we have got several studies that have confirmed the impact on health outcomes of minority populations when they have access to minority health professionals.

And we also know that we have a boatload of work that we still have yet to do in tilting that balance in the other direction with a better representation across all minorities in terms of health professions careers.  We have a number of different programs we operate at HRSA that are designed to drive in exactly that direction. W e have centers of excellence that provide investments and universities that target different minority educational programs.  We have scholarships for disadvantaged students.  We have, of course, the Health Care Occupations, excuse me, the Health Care Opportunities Program.  And in all of these areas, the Administration has been investing resources.  And on average, one in three of the students, for example, that are trained through these programs are Hispanic; these are programs that matter.

And we know that those Hispanics are four times more likely to choose careers in primary care, and to practice in underserved areas.  So these investments aren’t, from my perspective, optional; they are extremely important investments if what we want to get to at the end of the day is the best health outcomes for all populations in the United States.  So we are continuing to work to address our health care workforce challenges.  We know we don’t begin to have adequate representation of minorities in them, but we are also leveraging in new and better ways the assets that we have available to try and shift that balance with a more substantial nod toward increasing the minority racial ethnic representation across our health care provider workforce.

We have a number of other programs, don’t have time to talk about them, but that impact on the health of Hispanic patients, many programs through the Maternal and Child Health Bureau, I think it was mentioned, Text for Baby is operated, and I think you might have said Text for Moms, and you might have been talking about Text for Baby or protection, perhaps another program, but Text for Baby where mothers can sign up at no cost, and it is available in Spanish to receive text messages on their phones weekly.  And those are text messages timed to the birth of that infant, so these are not generic text messages.  If that mother is two months pre-delivery, her date for delivery, or she is two months post- her delivery, those text messages are timed to each individual and delivered at no cost, and as I said, available in both English and Spanish.

We have got a Maternal Child Health publication, The Business Case for Breastfeeding.  A little bit later this year, that kid is going to be sent out with a Spanish language version.  We are also standing up through the Affordable Care Act a new home visitation program funded through the Affordable Care Act.  It is a $1.5 billion investment over five years to fund state programs again the our Maternal Child Health Bureau, that sends nurses, social workers, and others into high risk communities to counsel and guide expectant mothers into care.

The evidence, that is entirely an evidence based program.  We are using seven evidence based models of care, something you don’t often hear about with regard to the Affordable Care Act, but I think is quite noteworthy.  In the time that I have spent working in policy, which is pretty long for my years working on Capitol Hill and now in this position, I would have wished to have evidence based policies enacted.  And you have got provisions throughout the Affordable Care Act that are driven by, and nested in, evidence based care models.  And this is just one example.

I suppose I should probably just stop right there and tell you, because of the lack of time, tell you that there are lots of ways that we would partner with you individually and collectively.  I had mentioned earlier the organ donation program, even that, next month is National Organ Donation Month; we don’t begin to have enough Hispanic donors, and yet, we have a high percentage of Hispanics who need organs today across the United States, a high proportion of Hispanics.

So next, or April is National Donate Life Month; we would greatly appreciate anything any of you can do individually or collectively.  We have just refreshed our OrganDonor.gov website, and you can send your students there, you can send your colleagues there, you can go there to see ways that you within your own community can help us get folks involved in national and local events around organ donation.  We are way behind the eight ball in terms of meeting need on that front.

One conclusion is eliminating disparities, as I started out, is a very high priority for this Administration, and as is the creation of a more diverse workforce, and as is the expansion of access to health care in underserved areas.  And the programs that I have talked about I think show you how the Affordable Care Act connects with each of those priorities.

It is a pleasure to be here with you, and know that all that we do through the Health Resources and Services Administration, we do through partnership with individuals and communities and states.  None of the work that we engage in is done solo; we do all of it with and through you and others like you.  And for that, we very much appreciate your work in insuring access to high quality care for the populations that you serve.  Thank you very much.  [applause]

DR. RIOS:  So a couple of questions?

MALE VOICE:  Yes, hello, ma’am.  I am Sal Salsito [phonetic].  I am a physician, academic physician, and I am one of the young people you were talking about in the audience.  [laughter]  I just started my third career after being in academic medicine many, many years, and currently, I am a Scholar-in-Residence at the AAMC working in diversity and health care policy research.  And I am not sure that this is in your area, but you are very enthusiastic and exuberant about all these vacant positions you have and all the tremendous opportunities that we have to make a difference.

But there is a disconnect; there is a disconnect in GME.  There is a prediction that there will be a shortage of 64,000 physicians by the year I think 2015 or 2020.  In response to that, organized academic medicine is developing, there are 12 new medical schools online, increasing the size of medical school classes to be able to respond to this.

The disconnect is in the funding for graduate medical education.  As you all know, it is funded by GME; Medicare is funded by GME.  So the disconnect is that there is a static number of residency positions available for all people to access and especially the disproportionate number of Hispanic physicians and others, but there is no increase in funding, and we are seeing now, the match was yesterday, we are seeing now that people are not matching in their chosen specialties.

But one sort of bright spot: this generation of young people are applying for primary care more so than in my generation, and for that, they deserve a round of applause.  [applause]  So I did not mean to give a speech.

DR. RIOS:  Is there a question?

MALE VOICE:  Yes, yes.  [laughter]  Yes.

DR. RIOS:  Brief, just a brief question.

MALE VOICE:  Yes, the question is what do you know about what Congress is going to do to fund these positions?

DR. WAKEFIELD:  Yes, so it is a great area and an important of focus.  And Don Berwick is the person who probably you would have wanted to pitch that question to, however, because he would know better where we are going through CMS on graduate medical education.  But I am not going to dodge your question entirely because I actually have a bright spot to add to what you just said, and that is that the Health Resources and Services Administration also has two programs that we have just stood up as a result of the Affordable Care Act.

One of them is funded through the Prevention and Public Health Fund of the Affordable Care Act, and through that, we have added about, new residency slots, not under the cap, new primary care residency slots.  So general internal medicine, pediatrics, family medicine, all new slots so that between now and 2006, we will have started about 500 new residents through that program that is not subject to the cap that CMS operates under.  So that is point one.

Secondly, oh, and by the way, I should say we filled all of them on Match Day yesterday, so these are all new slots across the country, [applause] all primary care slots filled.  So we are going to take a little credit for this at HRSA.  And the staff were working feverishly to get that program stood up; we did it in partnership with AAMC and other programs.  Mostly, the residency accreditation organizations were a gift for us.  They helped to remove roadblocks for those programs that applied to add slots, and so, today is a success story.  We have got a lot more primary care providers that, just as of yesterday, every single slot filled.  Great news.

Secondly, we also the Teaching Health Centers Program.  That, too, is part of the Affordable Care Act.  That is placing a significant emphasis on residency training on the community side of the equation, not just in community because, of course, people have to spend time in residency in hospitals, too.  But rather, this is a focus on training in community settings.  What we know is that if people are exposed to community health centers, people meaning health care providers in their training, they are more likely to work there.  It is a known entity for them.

So this is a twofer for us.  We trained people where most people in the United States get their care; that is on the ambulatory side, keeping folks healthy.  And then secondly, it is also an opportunity to advertise those new placements in community health centers.  Teaching Health Center Program just stood up; we are rolling that out right now.  We are really excited about that.

So Don is going to have to speak to the broader GME; I am sure they are doing their part over there, too.  But we have, when you hear that, that the Administration has been working fast and furiously to engage the Affordable Care Act, this is the reason why, because we are already seeing the fruits of very tough difficult labor that your federal employees have been engaging, so that we have now got brand new placements for a lot of new family, around a lot of new primary care residents.  So thanks for the opportunity to speak about it.

DR. RIOS:  Would you take—

DR. WAKEFIELD:  Yes.

DR. RIOS:  —just one more question?

FEMALE VOICE:  Okay.

DR. RIOS:  Brief.

FEMALE VOICE:  Thank you so much.  Thank you, Dr. Wakefield.  I am Winifred Quinn [phonetic] with AARP and the Center to Champion Nursing in America.  Thank you very much for this presentation and for all of the work and the leadership that you are providing.  AARP is very interested in increasing the number of primary care providers and chronic care managers, and we are also working with physicians and nurses in helping to do that.  And the IOM report came out on the future of nursing last fall, and they focused one of their areas, one of their recommendations was more of a need for the preparation of interprofessional teamwork.  And so, I know that you have enormous amount of innovations already, but is there anything on your radar screen, maybe—

DR. WAKEFIELD:  Oh, yes.

FEMALE VOICE:  —any simulation clinical?

DR. WAKEFIELD:  Right.

FEMALE VOICE:  There is a great simulation clinical program in Indianapolis actually—

DR. WAKEFIELD:  Uh-huh.

FEMALE VOICE:  —with the medical school and the nursing school.

DR. WAKEFIELD:  Okay, well, good to know.  The staff, Winifred, probably already know about that, but if not, I will make sure that they do.  With regard to interdisciplinary team competencies, through the physician leadership of the Macy Foundation and through the Robert Wood Johnson Foundation, HRSA has partnered, has been partnering over the last few months.  We had a meeting on exactly this focus, that is, team based competencies across health care professionals, that involved medical school deans, nursing deans, I think some pharmacy deans were there as well, to really drive an agenda toward team based competencies.

That is really critical when you think about a patient-centered medical home, and accountable care organizations, and the underpinnings that are embedded there, i.e., care coordination and collaboration, it is absolutely critical.  It is not optional.  So we get that, and our Division of Medicine and Division of Nursing, actually, you can look forward to a new innovative effort on that front that we hope to roll out very shortly.

So exciting times at HRSA, I will end with that.  Thank you very much.  [applause]

FEMALE VOICE:  Thank you.

MALE VOICE:  Thank you.

[off mic]

DR. RIOS:  Thank you, Dr. Wakefield.  And we very much appreciate the HRSA support of the NHMA Leadership Fellowship and the NHMA Resident Leadership Programs, so let’s give HRSA another round of applause.  [applause]  Our next speaker, Karen Ignani, is the President and CEO of American Health Insurance Plans, known as AHIP.  She is the voice of health insurance plans representing members that provide health care, long-term care, dental, and disability benefits to more than 200 million Americans.  Karen has been with the organization since ’93, and before that, she directed AFL-CIO’s Department of Employee Benefits.  She has been a professional staff member on the United States Senate Labor and Human Resources Committee, Committee for National Health Insurance, and the U.S. Department of Health and Human Services.  Karen, it is an honor to have you here to tell us a little bit more about the Affordable Care Act from your perspective.  Thank you.

American Health Insurance Plans – Dr. Karen Ignani

DR. KAREN IGNANI:  Thank you, Elena.  [applause]  Good afternoon.  - - how are you?

[off mic]

DR. IGNANI:  It is a pleasure to be here, and I am very much aware that I am standing between you and the end of a long day.  So I don’t want to take too much time, but I do want to give you a sense of what our community is doing both in the context of implementation of the Affordable Health Care Act, but also what we are doing at the community level in terms of innovations and culturally appropriate types of initiatives.  So I want to start by saying, joining Mary in complimenting Dr. Rios.  She does a terrific job for all of you; I know probably every speaker has said that.  I am not simply checking the box; I have watched her in action.  You should be very, very proud to have her as your leader.  [applause]

[off mic]

DR. IGNANI:  And it is great to see Dr. Sumaya and Dr. Diaz appear as well.  We had an opportunity to work very closely with Dr. Sumaya when he was a predecessor, as Mary indicated, at HRSA, and we very much appreciate all of your leadership and all of your terrific work.  I also would be absolutely remiss in not acknowledging my important colleague, Rita Caryone [phonetic], who is right there, who leads a number of the efforts [applause] that I am going to be talking about, and we are not only very proud of Rita, but she does a fantastic job, as I hope I will successfully convey in terms of the activities she is involved in.

So I would like to divide this into two categories: first, tell you what we are doing on implementation but also talk about our priorities both at AHIP throughout the industry on how we are attacking the issue of diversity, the issues of improving care, the issue of literacy, and a number of other things you have been talking about over the last day, and you will be talking about as you are here through the weekend.

First in terms of our focus on the ACA, every page of the legislation affects our more than now 250 million members.  And so, as we began to chart our implementation course, we spend a great deal of time working with our members to get a very keen idea of how they were approaching it, what they were doing, what kinds of support they needed from us, and also to confer with the regulatory agencies on how we could interact very productively.

Everyone has the same goal: they are twofold.  One, how do you minimize disruption, and how do you reduce costs?  And I think wherever you go in the stakeholder community, those are the two goals that folks share.

We have taken that very, very seriously.  If you have other representatives from stakeholder communities, they will talk about their focus on implementation, which tends to focus on a specific section, sometimes sections.  For us, it is the pantheon of issues within ACA.

So we began to first act early.  Prior to the requirements that children maintain their coverage on their parents’ plans prior to and after or until age 26, we acted before we were required to do so because we wanted to prevent college students from coming out of college, losing their eligibility, and then having to pick them back up in September.  That made no sense for the students; it made no sense for the families.  We saw an opportunity where we could act early.

There are about three or four other areas, in the interest of time, I am not going to highlight, but we are very focused on what we could do to bring resources, coverage, and peace of mind to families and communities in those areas.

Secondly, in terms of the implementation itself, we have focused on being constructive partners for the implementation teams, and there are many in many different offices throughout the agencies.  And the reason for that is our members see things early, they have their ears to the ground, and acting as a conduit through our organization at AHIP and our team, to the regulators to flag issues that are either challenging, where there are opportunities, where data is needed and exchange is important, that is the role that we have played.  This has been a full-time effort and it is very similar to the role that our members are playing in their own communities, in their own plans. 

Every one of our members has put together a multi-stakeholder interdisciplinary regulatory team to implement the legislation, and that involves obviously Chief Medical Directors, it involves care managers, it involves individuals who are focused on care coordination, it involves individuals who are focused on literacy, individuals who are focused on disease management, and a range of other important specialty areas.

So that is how the plans are approaching this.  We have worked with the Administration, flagging issues with respect to grandfathering of individuals who are on their health plan so that they can keep their health plans.  We have worked very closely with your organization as well as other particularly small employer groups; this is a very important issue for small employers.  Many of you in the room I know are probably very focused on that.

Prevention: we have worked very closely to insure that we were able to use the tools that we have to get people into services early, to use high performing networks, high quality networks, to reward based on quality performance.  We have worked very closely with the CDC over the years to encourage those sorts of strategies, and although I did not hear Judy’s presentation, they do a fantastic job in a range of areas, and we have worked very closely with them.

Appeals and grievances: making sure that people understand what rights they have, how they utilize those services, and how they get the support they need, so that we can deal with things very quickly, solve problems, and make sure the operational details follow that.  So we have been working very closely on that as well.

Just if you go in HHS.gov, now you will see all of our health plans who are offering individual coverage, meaning to individuals buying on their own, or individuals who are buying small group coverage, you will see they have all of their products listed by state.  You can go in by zip code, look at the type of product, you can add, you will be prompted to say how do you want your coverage, HMO, PPO, et cetera, et cetera, just the effort of putting all of this information in a very short time has been monumental.  But I am really very proud of our members because you can go now as a consumer and see the diversity of products that are being offered, and you have choices, and you can exercise those choices.  So I think that is important.

This year, we are focused on three very key issues.  One, everybody in Washington is on the ACO watch.  I am sure Dr. Berwick talked about the regulations, the $64,000 question, when are they coming out?  I, of course, don’t have the answer to that, but folks in Washington are very focused on that because the reason everyone is focused is that, will it be an opportunity to have accountable health care, more integrated health care?  Will we be able to change the incentives from a traditional fee-for-service set of incentives to more coordination, integration, and rewards for practitioners who are comfortable in practicing in those environments?

So we are very much anxious to see the regs.  We will be commenting, if anybody is interested in any of the regulations we have already commented on, we have probably filed over the last year more than 2000 pages of comments on all of the regulation that have been put forward.

We are focused very much on essential health care benefits.  We want to make sure that people are able to use the services that they are entitled to, that they are not priced out of the market, so the balance of access and affordability is something that we are tuning into.  We have unique skills in our health plans that we can help with that.  We can help bring costs down.  That is one of the values that we provide in the delivery system by offering care management, offering disease management, offering tiering of networks and a range of other strategies that you will see much more of.

We are also very actively involved in the issue of exchanges.  Exchanges will be developed on a state-by-state basis.  We have been working with the regulatory teams here in Washington.  We have been working with our members and other stakeholders on the ground as states prepare to begin to host this new market of choices out in the community.  And we have been working very hard on that.

So that is just a little of the highlight of what we have been doing, but I really, I have not done it justice given the scale and the scope of all of the things that are going on.  So I am happy to have any questions that people would like to probe on.

But I do not want to end there because I want to give you a sense of what our plans are doing in their communities across the country to respond to you, and many of the issues you and your organizations have put on the table, and I want to really give you a sense of the progress that is being made out there on those issues.

First, before I mention that we are very focused like everyone else in town and across the country on the ACO regulations, what I am really happy to tell you is our plans and their provider partners, and many of you potentially, have not waited.  We are involved in wonderfully innovative demonstrations and programs on medical homes.  We have committed to primary care, we have committed to investing in primary care, encouraging primary care, rebuilding primary care, and medical homes is a way for physicians and primary care to feel that they are rewarded, that they are in charge, that they are at the center of the delivery system.  We have long supported that; we continue to support that.

And to Don Berwick’s credit, what CMS has recently done in its initiative on medical homes is actually partnered with the private sector so that we can get a larger opportunity and a bigger footprint in communities across the country faster.  And we think that that strategy could be one that could be very productively pursued in the ACO arena.

So we will see.  We hope we have the opportunity to do that and to actually have these kinds of partnerships that are being developed.

So I want to secondly talk about ACOs that are going on now.  A number of our health plans around the country have already not begun talking to provider partners, but have already begun to actually bring out ACO models in their community.  And the exciting thing about this is we talked earlier about moving from the kind of peace rate of fee-for-service to a more integrated approach.  In every situation, in every newly developing ACO out there in the market now that I know of, in every case, it is built on a new reimbursement platform.  Goals, rewards, shared incentives, and a total changing of the way the reimbursement system has been developed.  Some are focused on risk-sharing; others are focused on episodes; others are focused on bundles.  The most important thing is goals, rewards, and opportunity to really not only contain costs, which is very, very important, but also improve quality, so it is a two-part.

So I think you will be hearing much more from us.  Our colleagues, Rita’s colleagues also in Medical Affairs team are now very carefully documenting for peer reviewed journal articles exactly what we are doing, how we are doing it, and what these incentives look like.  S owe are really excited about that.

Secondly, we are involved in sharing best practices.  And that is not just glibly stated; we have an industrywide disparities effort because we understand the importance of this.  We have a national health plan collaboration which was started in 2004 on our website.  Feel free please to go on our website, AHIP.org.  We have a toolkit.  We are testing solutions.  We are conferring in real time about what works, what does not work, and what needs to be thought of as the next wave.  Aetna, AmeriHealth Mercy, Blue Cross of Florida, the Boston Medical Center, Health Net, Cigna, Harvard Pilgrim, Health partners, Highmark, Humana, Kaiser, United, Melina [phonetic], and WellPoint are all involved in those efforts.

- - to read them because you can see large plans, small plans, national plans, regional plans, not-for-profit, for-profit, across the country, working together in a collaborative model.  We host that, we support that at AHIP, and we have seen just fascinating efforts going on around the country.

Third issue: increasing access.  If people can’t get to services, they can’t take advantage of them.  So our members have pioneered transportation programs.  We are very focused on helping states make sure that people can use Medicaid services, for example.  People who don’t have cars, we are focused on getting them to their place where they can receive services.  We are also focused on stopping at the grocery store on the way back, so I want you to get a sense of how this has been thought of and developed, so it is not simply a ride to the physician, a ride to the center or something of that sort, but it is also how do you help support what people will need because if people can’t go to the grocery store, they can’t buy the food that they need, they can’t be healthy.  So we have been thinking of it in a very holistic systems approach.

We have also done quite a lot of, and do regularly, health fairs, clinics, and collaborate very, very actively with community health centers that Mary so eloquently talked about.  One effort that I find, just to give you a sense to encapsulate the kind of innovation that is going on around the country, a number of our health plans now are focused on educating local barbers about prevention, and things that people need to know because when they are sitting in the chair, it is a good opportunity just to confer with them.

So again, I am only scratching the surface, but to give you a sense of how the thinking is very, very innovative in our planned community.

The fourth issue: improving the use of early intervention.  We have pioneered care management and disease prevention.  We are proud of it; it works.  In the Medicare Advantage Program where these services have been in existence for a number of years, using our government data, we can see what has happened on the readmission side in Medicare Advantage versus the traditional fee-for-service system.  It is stunning to see the difference.

We are working very actively with discharge managers, care managers, individuals going into the home, making sure people understand their medication orders, finding out do they have barriers, do they need help, do they need different types of services to reflect their home situation?  That is just one example.

We are working with health coaches to make sure that people understand healthy lifestyles, understand what they need to do by way of prevention screening, what kinds of issues they have to be cognizant of if they have a number of chronic conditions.  So this is not just talking the talk, but walking the walk, and integrating the availability, the delivery, and the awareness of these services so we can increase the take-up of the services.  That is our objective: to shrink disparity by increasing take-up, by making sure that we have linguistically and culturally appropriate services and awareness.

We have online tools, which in all of our plans, questions to ask your practitioner: how do you make an appointment?  How do you find a practitioner, things of that sort; podcasts, et cetera, so just to give you a sense again under the bucket of early intervention and improving use.

I want to talk about insuring the adoption of health information because our goal is to make sure as we make the conversion from paper to electronic record-keeping, that we are not leaving communities behind.  We have been very, very focused on this.  There has been a great deal of conversation in our community about how to address that.  We have been very supportive of the incentives in Medicare and Medicaid to reward physicians and clinicians who use the EHR.

But we have also in our community, in our health plans, focused on rewarding clinicians for e-prescribing, so supporting that.  We have also rewarded for patient registries because you have to know what is implanted in individuals to know about safety issues, just to use one example.  And we have provided and designed incentive programs to achieve quality goals.

The next issue I want to talk about is collecting data.  Mary talked about it.  I am sure Judy talked about it as well.  This has been an eight-year effort for us.  We partnered with the Robert Wood Johnson Foundation starting in 2003: 50% of health plans were collecting data, and the reason that 50% were not, they were afraid to ask the question, afraid it would be misunderstood, afraid that people would think they were asking for the wrong reasons.

So we went out, once we understood what was going on, we worked very closely with not only our health plans, with the foundation, with a number of stakeholder groups to educate and make sure that people understood that having data is important.  It is the first diagnostic tool.

I am delighted to report to you that in 2008, and we are going to be measuring it again, now 75% of health plans are collecting data, which is a beacon for disease management and care coordination, health coaching, the kinds of support services that we are organized to provide.

Next I want to talk about cross-cultural training and give you some statistics there: 74% of plans in 2008 had initiatives to improve cultural and linguistic appropriate services.  In 2009, that was up: 86% were doing cross-cultural training.  So we have seen just robustness and real activity in terms of an awareness of the challenges in wrestling with disparities, linguistically appropriate services, and the support that is needed there.

Literacy: we have a literacy task force.  We have 50 companies around the country involved in this.  If you go on our website, you will see that we have developed a tool to help health plans, in concert with Emory University, to help health plans evaluate where they are in terms of linguistically appropriate services.

And finally, in terms of leadership, we have had for more than 20 years a community service leadership award program, which we are very proud of.  Every year, we have peer reviewed judging and we designate a health plan to receive a community service award.  Why do we do it?  Why is important?  To not only support but to encourage and spotlight the kind of community leadership that we are doing.

And finally, we have for more than 20 years, now going on 25, one of the most active minority medical management programs in the country.  We do midcareer training.  It is a very robust program.  It has been very, very successful.  And throughout our health plan community, we have now thousands of people who have been trained in this program.

So I just wanted to give you a sense of the spectrum of activities that we are involved in.  We have the privilege at AHIP of hosting a number of these activities, of coordinating among our health plans, but our health plans are focused on your goals: to improve care, to improve the quality, to reduce disparities, to do it in a sensitive, effective, and linguistically appropriate way.

So I hope I have given you a window into those priorities for our health plans, and I would be delighted to answer any questions.  Thank you.  [applause]

[off mic]

MALE VOICE:  Hi.

DR. IGNANI:  Hello.

MALE VOICE:  My name is John Franko [phonetic], a medical student from the University of Illinois in Chicago.

DR. IGNANI:  Uh-huh.

MALE VOICE:  And I was actually just reading some of the policy statements of AHIP back in 2008, and I came across this online portal that you guys had talked about making that would have all of the private insurance companies—

DR. IGNANI:  Yes.

MALE VOICE:  —be able, for the providers to go to them and find out, okay, is this service covered in a very easy—

DR. IGNANI:  Yes.

MALE VOICE:  —way?  I was just wondering if you could update us on like—

DR. IGNANI:  Sure.

MALE VOICE:  —what the status of that is.

DR. IGNANI:  Thank you for the question.  We have, we wanted to test different vendors and different states.  So we went to Ohio and New Jersey.  We are in the process now of the evaluation of both programs.  We have got virtually all the health plans to participate or to work together, and it was done in concert with the respective local medical societies, which we are really excited about.  I think, I don’t want to preempt the review, I think we are going to hear very positive results from the medical society, from the physicians on the ground, because rather than having lots of codes, lots of numbers, lots of confusion in offices, it is one portal through which you can access all the health plans.

And so, we are really excited about that, and maybe the next time I come, we can really talk about the evaluation, but I think it is just one of the most interesting things our community has done, and I am really excited about it.  So thank you for asking the question.

FEMALE VOICE:  You know, my husband told me to keep my mouth shut when I come over here.  [laughter]  I can’t help myself.  To me, it sounds like Amway.  [laughter]  Actually, most Hispanics are healthy.  We don’t, it sounds like a good program, you are covering all the bases and helping everybody, but most Hispanics probably don’t even need insurance; they are healthy already.  I never had insurance growing up.  I was healthy.  There wasn’t even a doctor in town; we had to go to Ventura or to Simi Valley.  [laughter]  And even now, I have not paid insurance since January.  My daughter is 16-and-a-half.  She does not need insurance; she is too healthy.

And so, I know your intentions are good, but most Hispanics, for sure, there is going to be those 5% that get into bad accidents and need a doctor, but the rest of them, we might make them sicker.  In the ’70s and ’80s in California, the California doctors went on strike, and they were surprised patients got better.  Surprise?  Oh, well, - - I don’t even know the question.  It is a Catch-22.  [laughter]

DR. IGNANI:  Well, I think that for us, our activity involves making sure that individuals have appropriate and effective health care.  So to the extent you can recognize not only diversity, but you can take steps to make sure that people who need to be in the health care system, and we know a number of people have so many comorbidities from asthma and chronic heart conditions and so, and diabetes, that just making sure you have the support systems for them, that is very, very important.  I grew up in a family that could not afford health insurance when I was growing up, and a number of people had chronic disease, and I had a first-hand look at what it was like not to be able to afford to go to the doctor.  So I am proud of our plans for making sure that they are making it possible for people who need to have services, to have the services they need, and be able to access them.  [applause]

MALE VOICE:  Thank you.  Good afternoon.

DR. RIOS:  Just one more question.

DR. IGNANI:  Yes, sir?

MALE VOICE:  Yes.  I am not sure I agree with the previous comment.  I think we all need health insurance.  [applause]  And my comment is more focused on, and thank you for your presentation, and thank you for all the presenters, I was hoping you would speak to Mary, but this question is also relevant for you.  In terms of the Affordable Care Act, I am very excited that we have it, that the provisions that are long overdue are coming our way, but I am concerned for one population in particular, a very vulnerable population, the immigrant population—

DR. IGNANI:  Uh-huh.

MALE VOICE:  —immigrant, both documented and undocumented.  We have not had that conversation yet.  I focus, I am sorry, I am - - I work at the National Alliance of State and Territorial AIDS [phonetic] Directors.  We are based here in D.C., and so, we focus on HIV.  We are in charge of all the, we work with the health departments that are focused on HIV and AIDS.  And in the past, the Ryan White Program has really helped serve our patients.

DR. IGNANI:  Right.

MALE VOICE:  But now, with the Affordable Care Act coming to play, there are questions about the Ryan White program and its longevity in terms of once the ACA is implemented.  What conversations have you had with your colleagues, and I also open this up to Judith as one of the winnable battles that CDC has presented for HIV, what conversations are being had for this particular population in terms of the immigrant population?

DR. IGNANI:  Well, one of the things that I can say is that over the years, as you know, the Ryan White Act has had quite a lot of support on a bipartisan level.  And I think that that is important, and I think that program has had an excellent track record and you have done great work in your organization and there are other organizations very much involved in that.

I think right now, the focus in D.C. has been on, quite appropriately, has been on the implementation, but as people look ahead to other issues, clearly, those kinds of questions are going to have to be looked at very, very seriously.  So I don’t want to give you a sense that we are not focused on it.  I wanted, Elena asked me to talk a little bit about the implementation and some of the things we were doing, but I think you are quite right to ask the question and it has to be in the forefront of people’s minds as we go forward thinking about all of the issues that we need to struggle with.  So that is one; there are others as well.

DR. RIOS:  Okay.  Thank you, Karen and Judy and Mary and Donald.  We are very proud [applause] to have this panel on health care reform to give us these ideas for how we can better partner with the leadership here in D.C. on health care reform implementation.  I want to have the panel step down.  I want to bring up the next two presenters who are from the NHMA Leadership Fellowship Program Class of 2010, [applause] Jessica and Sam.  They are going to give a five-minute presentation, three-minute presentation, and we have an awards presentation from Dr. Jo Ivy [phonetic] Buford, if she is here, and myself, and if we can have all of the fellows join us in about ten minutes.  Who is first?

NHMA Leadership Fellowship Program – Jessica, Sam

JESSICA:  Can the slide go up, please, for the Latino Physician Workforce Diversity Recommendation Report, please?  And I can do this quick.  I want to just show you, once our report goes up, the PowerPoint, that number one, you are all aware of the background from today’s speakers.  My name is Jessica Nunez de Evara [phonetic], and I was very privileged to be a part of the Leadership Fellows Program.  I want to say that we were very concerned early on about the fact that physicians in the U.S., second slide please, next slide please, oh, is it, okay.

[off mic]

JESSICA:  As you are well aware from the speakers today, Hispanics account for a large proportion of underrepresented groups in this country.  Our concern is that the number of physicians don’t really match up.  Only 5% of all U.S. physicians are Latinos.  Health care reform is going to attempt to address this personnel shortfall, and we are very thrilled about the triple aim you heard about earlier today, looking at not only the value of health care from purposes or for purposes of—

[break in audio]
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