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FEMALE VOICE 1:  Medicare, Medicaid S-CHIP session for NHMA this afternoon.  Thank you so much for being here and we have a great three speakers.  And, what they’ll do is they’ll come up and make sure you say you have anything to disclose and then we’ll give them about 15 minutes and then after that, we’ll have questions.  Okay, and first, we’re going to start with - - .
FEMALE VOICE 2:  Okay, thank you.  So, I will be presenting on Medicaid outreach, which I have been involved with for 10 to 12 years.  And, Donna and I, actually—I didn’t know this until I was getting my presentation ready—we actually were both sent to Texas about 10 years ago to work on a Latino outreach kit for the Recovery Kids program, and when I saw your name, it looked familiar, but I couldn’t remember.  And when I was flipping through the manual, I saw your name and said, that’s why you looked familiar.  

MS. DONNA COHEN ROSS:  It’s so nice to see you again.

FEMALE VOICE 2:  That’s right, even though I didn’t remember I knew you, but that’s all right, even though we’re all in the same room.  So, just as a background, because I generally did outreach over in - - and I don’t think that when I did my very first application, when I was 19 at one of the public health clinics in King County, that I knew that I was going to be focusing on Medicaid outreach for the next 15 years.  And, it’s been very interesting because when I first started, Medicare outreach didn’t really exist and there wasn’t anything targeting Latinos at the time.  And, I was tasked once we got the grant from the Robert Wood Johnson Foundation to develop Latino outreach around Medicaid.  
And, luckily, I had support from other individuals at King County Medical Outreach in general and to other ethnic populations and because of the work that I was doing, I was invited to participate in the development of the - - Tool Kit, which still available online and it’s quite specific.  
And, I think that as I was flipping through it, and I hadn’t done that in a while, there was actually pieces of it that are still very relevant to outreach of the Latino population, even now.  It’s lessons that we learned a decade ago that still applies, as far as Medicaid outreach.  Lessons that the top one is always about building trust in the community and that without that key piece it’s very hard to reach the Latino population because there’s a lot of fear around immigration and just accessing services that are not known.  
And so, there’s something that has been key.  And, of course, materials are in an appropriate language and appropriate reading levels.  And, I think that it’s more than just translation.  Because I’ve been translating 15 years and I’m a certified interpreter and I don’t think that just translating a document from English to Spanish is really what’s culturally relevant for the population.  Within the organization that I’m at now, we’ve been talking about a village level Spanish or just a common level of Spanish that can be more readily understood.  
And, I’ve been fortunate enough to review a lot of the translations that are coming out by our organization now and should be able to bring down the level.  We have a committee that does it in English, that reviews all our materials to bring it down to a 6th grade level.  But when they send it out to the translation companies, the translation companies doesn’t have that committee.  
So, when we get it back in Spanish, we have words that even with my knowledge of the Spanish language, I ask What is that?  And I go and I look it up and, yes, it means that.  It only means that to the dictionary, not to the common person.  And the other lesson is community partnerships, and I’ll talk about that a little bit more as we go through.  But, it definitely is targeting the individuals who are doing the same work that we are doing or are still doing the same work, but targeting the same population to be able to reach the families that we’re looking for.  
So, I think that a program that I’m going to spend the next few minutes talking about is near and dear to my heart and it’s about promotoras, which has been used for decades in this country.  And when Public Health recruited me to come back to them in 2007 to start a promotoras program for them, it was something I found very interesting, and I started to do research about promotoras in different areas of the country and in Latin America and there was a lot of information about promotoras in the rural areas of migrant workers, promotoras in the migrant camps.  There wasn’t a whole lot of information about promotoras in an urban setting, which I think was interesting, but it made my task a little bit harder and I really took a lot of the information that I had found and then developed something that was on my own because there wasn’t that piece out there.  
And so, I was really looking at culturally tailored, community based approach to outreach, which has proven to be effective and I’ll talk about the program that I developed.  It’s according to either volunteer or paid community health workers and then they really train to help those in their own community and, hopefully, they’ll come from the communities that we’re trying to serve.  

So, in 2008, I developed this program for public health and it focused on enrolling uninsured children into the health programs and so, the promotores were really out in the community, finding the families who were still not insured and completing the applications with them.  But, more importantly, the families that weren’t already covered, helping connect them to medical help and dental help.  Because, as we looked at data, we were finding that 60 to 70 % of families that were on the Medicaid program were using the services and 30 to 40 % were not of medical.  But of dental, we found that only 30 to 40 % were accessing the dental care during the year.  
So, we were trying to find the families that weren’t.  And then, when they were accessing them, it wasn’t necessarily primary care.  It could be an ER visit.  And so, we’re really helping families to understand what - - primary care or primary care doctor or medical help, going to the same clinic and helping them get connected to those clinics.  And so, to evaluate the program, after we had tended the program for over a year, we did an evaluation on the program by pulling together, one, there was always data tracking.  
So, every application, every family that the promotora connected, there was reporting mechanisms.  It was entered into a database and so, we collected the data as far as how many children came on and so on.  But then, the other part of the evaluation piece that we found the most interesting was a focus group discussion with the promoturas about their perceptions of the program.  And from these evaluations we spoke with, we actually found out quite a bit of information we didn’t think of.  So, some of the successful strategies was that they really reached families that were in the periphery of the health system.  And it helped because they were from that community.  So, they were able to reach those individuals.  
They used the schools that their kids went to.  They used their churches.  They connected with families and friends that the promoturas tell me, Yes, my - - didn’t even know that these services were covered or I’ve been trying to tell - - she wouldn’t apply because she was afraid, but after I talked to her, she was one of these individuals where we may not have been able to connect to.  And then, really helping families understand some of the complexities around how the system works and minimize those barriers in order for them to connect.  

This is the part that we found really interesting that we hadn’t thought about at all when we started the program, and that was the personalness that the promoturas spend quite a bit of the focus groups talking about that they found from the program.  And so, they learned a lot about  the eligibility, so that they had - - people doing their people doing their applications for them, for years.  And so, learning that the application process was not as daunting as they had originally envisioned, and also being able to do that service for someone else.  
And then, because a lot of these women were low income, some of them had very basic education, some of them were mildly English and Spanish speaking and some of them were bilingual speaking and they had - - their first opportunity to further their education, broaden their perspectives, gain some knowledge and they felt that it gave them a sense of purpose.  And, then also, because we did approved them as volunteers, but we were able to compensate them by giving them gift cards for the work that they did and they often came in and talked about whether it was an extra $50 or $200 a month, that really helped to contribute financially to their families and they found that very satisfying, especially when you have impending work outside of the home.  

So, the lessons that we learned from the programs was that the promoturas found that it helped us, even though we’ve known this, that families still encountered system wide discrimination in accessing services and it’s sad that, in 12 years, this really hasn’t changed.  
So, 12 years ago, when I started doing this, a lot of the problems and what’s interesting is that when we started doing Medicaid outreach 10 years ago, we actually formed coalitions and there’s a group that meets once a month called the First Friday Forum where we’re actually 60 people in the room, about 50 of them are application workers, outreach workers and 5 to 10 of them are actually representatives from the state, and we spend two hours together talking about the state’s updates about what’s going on their end.  We’re giving them feedback on what we’re seeing on the - - .  
We’ve seen some progress.  We’ve seen things happen.  We’ve seen the eligibility review form in Washington State become just really simple, not even requiring a signature.  We’ve seen the application time for our patients being approved speed up and then budget cuts happen and we’ve been meeting with them, and they come up and say, Oh, yes, we’re not looking up applications in 45 days.  We’re still looking at applications from December.  They’ve actually just, in the past week or so, reduced their hours for seeing clients to five hours a day, instead of eight, in order for them to catch up on their back log.  And this has to do with budget cuts.  They’ve seen a reduction in 27 % of their staff and they’ve seen an increase of 30 % in applications.  But, it’s sad to see that, in 12 to 15 years of this work, we haven’t seen significant progress as far as trying to eliminate some of the persistent systemic problems.  
The other lesson that we learned is that the promotores’ credibility in their role as enhancement of the community when the community can see that they are backed by our agency and that they had that support.  It wasn’t just them trying to talk to someone who knows them and say, Well, what do you know?  But actually giving them a business card and it has the logo and on the back Promotores and that really helps to give a credibility to the community.  And then, the promotores, part of the evaluation was that I was going to be leaving the program.  And so, we wanted to know who to replace me with and there were quite a few different options.  And they, overwhelmingly, said that they needed someone who was Latina and spoke Spanish to them, and they felt there was that connection.  So, luckily, that we were able to find that person that fit.  And, the program is still in existence even though I’m not at Public Health anymore and I don’t supervise the program.  But, throughout the 10 to 12 years, there are a couple of programs within Public Health that I started that are still continuing as far as with Latino outreach.  


So now, I’m at Molina Healthcare of Washington.  How many of you have ever heard of Molina Healthcare?  So, we’re in about 10 different states.  We’re a managed care organization.  We only serve the Medicaid and Medicare populations and programs that are covered by a government sponsored program.  So, we’re not a commercial insurer.  And, an interesting fact is that it was Dr. David Molina who started the clinic 30 years ago because patients were coming in to the ER for regular primary care and he was seeing this on a regular basis.  And it was because there was no clinics in the area that would accept Medicaid.  So, he started a clinic that would accept Medicaid and then in five years after, he started the organization.  So, what’s interesting is that in the 10 to 12 years that I’ve been doing Medicaid and applications before I started at Molina, 
I knew the name because we helped people enroll in it.  But, I never really associated it with being Latino and there are names that are Latino that you wouldn’t know it that they were Latino.  So, when I started looking at a position with Molina, and I started investigating, I was really surprised to find out that they were the largest Hispanic owned company in the United States and that they were Latino.  Because in Washington State, that is not how they have been marketing themselves.  And that isn’t how they had been trying to reach the families.  
So, when I took the position, I knew why—because I was one of the first Latinos they hired to do outreach.  And, this is a company that had been in Washington for 10 years.  In California?  Tons of Latinos; all of their outreaches.  But, I think the perception in Washington was that there really wasn’t that many.  Well, just in King County alone, we have just under two million inhabitants and 600,000 of them are Latinos.  And that’s just been in King County alone.  We have three counties now, with the 2010 Census data, that there’s over 50 % Latinos in those three counties.  
And you don’t think of Washington State as being a huge Latino mecca, but there’s quite a few of us there.  So, really, what we’re looking at now, and what’s been exciting is hiring bilingual staff.  So, there’s not just me now.  We have three bilingual staff that are in part of my department and that’s actually three of four.  So, that’s actually about 99 % of our employees.  I’m still looking at building trust in the community because Latino employees for Molina is something new.  
So, we’re establishing the relationships and building that trust.  We’ve made some great partnerships.  So, with the Mexican consulate, they’re trying to do a lot of outreach in the community themselves and in that, we have a partner.  And then, we’ve initiated a statewide healthcare planning committee that’s really coordinating with the faith based organizations and we’re doing health fairs after the services.  So, we have a captive audience and we’re working with different churches, Catholic churches and we’ve had success with it.  So, it’s been another way of trying to reach families and that they feel that it’s a safe environment when we have the churches are bringing in these individuals to these health screenings and help them enroll into programs, that it should be safe.  

And then program education, when I hear about program education, how many of you have tried to go through your health insurance and paperwork and not always understanding everything?  And so, we’re really looking at how do you we teach families about managed care?  How do you teach families about primary care?  How do we minimize the use of the emergency room visits?  
And, I’m really looking at how do we use our nurse advice line and just trying to explain the basics.  And then health education.  So, looking at preventative programs that will help families get healthier, so from diabetes and nutrition education in the community and we’ll be implementing a community leader program.  It will be very similar to the promotores.  We will be looking at folks who are Latino, but also get some of the other ethnic populations as well.  And so, we’re looking at something similar to a promotores model, where they’re out doing the program in health education.  
And I’m really interested in partnering with students, nursing students, medical students, the kids that are part of the Latino students association, and I have quite a few connections with them throughout my years and also, today, I met one of the students from the University of Washington who I noticed is trying to figure out how do we create some internships and how do we have - - leaders that are in these school aged, undergraduate, post graduate - - and then also more what we think of as regular promotores, in the sense that are really in the community.  And, if that is all and we’re going to take a few questions at the end.  So, I’ll hold up on that.
FEMALE VOICE 1:  And now, I assume you have nothing to disclose?
FEMALE VOICE 2:  Correct.

FEMALE VOICE 1:  Thank you.  All right.  So, that was a great presentation.  And now, you missed Donna. I ask everyone to read bios, so that you have more time.  So, I don’t want you to think that I don’t want to talk about you.  This is Donna Cohen Ross with CMS and we’re happy that you’re here.  Thank you.
MS. DONNA COHEN ROSS:  Thank you.  Well, all I have to disclose is that I’m really happy to be here, and I do remember our trip to Texas.  I think it was more than 10 years ago.  So, it’s really great to see you again and to hear about what you’re doing.  I think one thing that Annel [phonetic] said that really resonated for me and probably for everyone in this room, whatever you were doing 10 or 12 years ago, you probably couldn’t have imagined where you would be today in one way or another.  
And, I know she said that was true for her.  It’s certainly true for me.  I am here at CMS, the Centers for Medicare and Medicaid Services and, as I think you all know, we are the federal agency that administers Medicaid and the Children’s Health Insurance Program, and also Medicare and we, obviously, have some new and very exciting and challenging responsibilities in implementing the Affordable Care Act.  
But, I’m actually glad that Annel went first and focused our attention on outreach for children and families, because what I’d like to talk about in the few minutes that I have is actually provide a little bit of a broader context for that work, but also talk about what we are doing to implement a law that was enacted before Health Reform Act, and that is CHPRA, the Children’s Health Program Reauthorization Act.  Again, CHPRA for short, because we have to shorten everything.  Everything is just too much of a mouthful.  
So, just to provide a little bit of context, one of the things that is true and not true is that we struggle today with some of the same problems and issues that challenges, sometimes roadblocks and barriers that we did 10 or 12 years ago with the programs  But, we have made progress and I want to talk a little bit about that and about what CHPRA does to support the kind of progress and the need for progress that Annel talked about.  
But just to give us a larger context, in the last decade or so, the rate of uninsured children has dropped by more than one third, even as the rate of uninsured adults has gone up.  And, by and large, this drop in the rate of uninsured children, more children getting insured, is because of Medicaid and S-CHIP, and you’ll know that there were periods of time over that last decade that, like today, the country was in an economic downturn.  
So, in some way you can think of, swimming upstream to try to get there and provide health insurance for people who could not afford to purchase health insurance on their own and even with that swimming upstream, we achieved the progress that we have today with for children, the lowest number of uninsured, the lowest percentage of uninsured since we started keeping those statistics.  Now, we have, today, about 42 million children are covered under Medicaid and SHIP, but as you all know very well, that does not mean that our job is done, far from it.  
We still have over 7 million, that’s 7.3 million children who are uninsured.  But, here’s the piece that is sort of the pivotal piece of the CHPRA legislation.  Of those 7.3 million children who are uninsured, roughly 5 million of them, about two thirds, are eligible for health coverage programs that we have today.  Medicaid and S-CHIP, they are eligible under current rules.  We never have to expand anything, and we could cover roughly 5 million children.  But those kids are not signed up.  And, we’ll talk a little bit about why that is.  I think you’ve heard a little bit about why that is, but I want to tell you a little bit about what the law does to help turn that around.  One of the things, though, we sort of moved forward, under the umbrella of the Secretary, and that’s Secretary Sebelius’ Connecting Kids to Coverage Challenge and that is a campaign that we started on the first anniversary of the CHPRA signing, which was on February 4, 2010 a year ago.  
We just had the second anniversary and, of course, the bill was signed on February 4, 2009.  It was actually the second bill signed into law by President Obama and in his speech around the signing, one of the first things he mentioned was a provision that I’ll talk about in a little while.  But it was a provision that really did expand the coverage to groups that had not had coverage before and I’ll talk about that in a second.  
But the challenge, through the challenge, Secretary Sebelius had enlisted and called upon leaders at every level of government, every member of the private sector, health care providers, schools, faith based organizations, anyone who has a stake and a role in seeing children get health coverage to help identify and enroll those children.  And we have about 150 organizations officially signed on to the Challenge already, and among them are some groups that you probably know well.  
The American Academy of Pediatrics was one of the first, as was the National Association of Community Health Centers.  La Raza was one of our first 15 organizations to come on board.  We have United Way agencies at the national level and all over the country.  They’re sort of an unusual partner for us, but they do a tremendous amount of work in connecting kids and families to coverage.  Tampa, Florida is the first city to step up to the Challenge.  
And just yesterday, Alameda County, California became the first county to step up to the Challenge and they had a very, very big event in Alameda County yesterday, really focusing on the 13,000 children in their community who were eligible for Medicaid and CHIP, but not enrolled.  And we also have the Philadelphia Eagles, our first professional sports team, through a project that they’ve been doing for years called the Eagles Eye Mobile, and this was a mobile health unit that visited schools in the Philadelphia school district, did vision screenings for kids where they identified problems, they referred them to specialists.  They did everything under the sun to ensure the visual health of those children, but until now, they had never connected them to Medicaid and S-CHIP if they were eligible.  
So, through a partner arrangement in this community, partners are really so very important.  And they are now partnering with another longstanding organization in Philadelphia that is helping families sign up for Medicaid and S-CHIP through the Pennsylvania program, so that now that component, that very important component that allows for ongoing care for those kids, not just in terms of their visual health needs, but their comprehensive health needs can go forward.  
So, we see lots of interesting things happen with the Connecting Kids to Coverage Challenge.  It’s in its infancy and before we end, I’d like to tell you more about how you can get involved.  We are producing two minute video vignettes on our most promising outreach strategies.  We have four up on our website and I’ve just been talking with the studio today about making several more.  So, now, I might get another on the carpet.  I don’t know.  We’ll see.  

Let me talk about those tools in CHPRA that really help to support good work that where focused on the kind of work we’ve just heard about.  And, again, remember that pivotal piece of CHPRA is to, yes, it did help states expand coverage for children, but it also focuses very keenly on those 5 million kids who are eligible, but not enrolled.  There are provisions in CHPRA that supports simplification in the application and renewal process.  Some of these stumbling blocks that keep eligible children out of the program, even though they qualify and more important, you know, once we have a child in coverage, we want to keep that child for as long as they’re eligible, so they can get consistent ongoing care.  We have lots of children who find that they lose their coverage midstream because of paperwork barriers and such.  
The provisions in CHPRA help to fix some of those problems, and we’re very focused on that.  We’ve provided states for incentive for simplifying and enrolling your children.  We gave out 206 million dollars in performance bonuses last year to states that—15 states, including Washington state—to states simply adapted programs features in their own program to make it easier for eligible children to apply and keep their coverage and, at the same time, also met some very aggressive enrollment targets in their Medicaid program.  So, if they made these changes that continue in the program in the future, making it easier and more accessible to eligible families, but they’ve also shown that they met those targets.  And, the amount of money that they get in the performance bonus helps them to offset the cost of enrolling those additional children in Medicaid.  Coverage costs money, but that’s what we’re about, is getting children coverage.  And so, the performance bonus was the federal government’s way of helping to meet some of those costs.  
We also, as I said, CHPRA also did help expand coverage for some groups.  And one group was that, for the first time, we gave states the option to cover lawfully residing pregnant women and children, regardless of how long they’ve been in the United States.  As many of you probably know, perhaps all of you know, we had, and in some places still have what is sometimes termed the five year bar, and that is that someone coming in to the country must be here for five years before they can receive various benefits.  Well, five years is a long time for a child to wait for coverage.  Certainly, a pregnant woman can’t wait.  And so, we gave states the option to cover lawfully residing pregnant women and children.  So far, 22 states have taken up that option.  And we know of at least 6 or 8 more that have that in the works, and that’s a really important piece.  
We also provided additional federal money for one of the pieces that Annel was talking about and we agreed translation is not the be all and end all.  We’re providing additional federal funds for language translation and interpretation services.  And, for many health providers, hospitals, clinics have had interpretation services with respect to when someone comes and needs that service, when they’re talking with a physician or a nurse or another professional.  But what a lot of organizations and states and counties did not think about is that people also need that help when they’re applying for coverage, even before they get their foot in the door.  And so, our boost in administrating matching funds goes for either or both pieces, original application enrollment but also that kind of language assistance, language access when someone is enrolled in the program and needs help getting the care that is covered.  

Finally, I want to talk about the outreach grants that, for the first time, CHPRA provided federal money for outreach grants.  
I think what you said, Annel, I have that same experience when clearly it’s true for you as for me—there was a time not that long ago where if you said the words Medicaid Outreach, people kind of looked at you funny because there was no such thing.  There wasn’t a push to get eligible children and families into the Medicaid program.  That was something, in many places, the idea was to make sure that ineligible people didn’t get in, which is a subtle, but very big difference between a mindset that say let’s have eligible people get the coverage.  
But with S-CHIP in 1997, there was a focus on bringing into the program children who are eligible and, of course, S-CHIP is just a small program compared to the Medicaid program.  A lot of those—I hate to call them innovations, because they’re common sense, but a lot of those features are important for both S-CHIP and Medicaid, and when we think about that work, we think about children’s health coverage a bit large and we want the system to figure out if somebody is eligible for Medicaid or S-CHIP.  
But, families want coverage for their children.  Behind the scenes, we can figure out which funding stream covers them.  But, for the first time, we have quite a substantial amount of money for us for outreach grants.  CHPRA gave 100 million dollars; 80 million of it for the purpose of outreach grants to communities; 10 million of it is actually for the federal government to do an outreach campaign, which we are doing with Connecting Kids to Coverage Challenge campaign.  In the first round of funding, 4 million dollars, we provided grants to 68 organizations in, I think, it was 42 states.  
And we put out a solicitation for a second round of 40 million dollars in outreach grants last February, on the anniversary of CHPRA and those proposals are due April 18.  The kinds of activities that we’re funding are the kinds of activities that you heard about.  The community based application and enrollment activities we have asked for proposals to focus in one of five areas.  One of them being projects that focus on communities where people, where children are more likely to be eligible, but less likely to be enrolled.  
So, they have some of the barriers that we’ve been talking about, language and literacy barriers and other kinds of impediments to coverage.  We have a special focus on adolescents because we know that it’s much more likely for an eligible child under the age of 13 to be enrolled than over the age of 13.  There’s some special things we need to think about for adolescents.  And we also have this special category for technology.  
Using technology to enhance outreach and enrollment, and we are looking at projects that focused on making some of the system changes that really help smooth the path to coverage for children and families who are eligible.  We did get some additional money through the Affordable Care Act.  So, we will be having a third round of funding, but that will be in the future and may look a little bit different because we’ll be a little further down the road.  
But I encourage you if this sounds like your organization is interested in, or organizations in your community, there is still time to apply on our website, which is W-W-W insure kids now dot gov.  You can find the solicitation, all the information that you need.  You can find information about the Secretary’s Connecting Kids to Coverage Challenge.  You can view our videos and learn more about the program.  I’m going to stop here and wait later for questions, but I’d be happy to talk about any of this or question that you may have about the programs.  Thank you.
FEMALE VOICE 1:  Thank you so much.  Now, we have Dr. Clausa Mesa [phonetic], who is our last speaker and then after that, we’ll have questions and answers.

DR. CLAUSA MESA:  We’re going to do some technical, hopefully not difficult pieces.  But, I’ll just briefly say about who I am.  I’m also an internist, geriatrician.  I’m the Chief Medical Officer and if I can get his connected, I still will be the Chief Medical Information Officer.  I guess, I’m still going to hold that.  Okay.  One slide down.  Okay, actually, I’m from Edinburg, Texas right next to McAllen.  I think we’re one street over from McAllen, if you know McAllen.  This is a story about McAllen.  Actually, it actually has to do with a lot more than McAllen, a lot of urban centers, a lot of country areas.  
Specifically, this is what we’re going to talk about.  First, I’m going to start off with just the end.  I’ll tell you about the key points, going to give you the context of what was happening with Congressional Presidential debate, talk about the New Yorker article, the Cost Conundrum which Dr. Atul Gawande published in the New Yorker, talk about Medicare cost variants, diabetes, poverty, disparities, what can be done and, again, go back to the key points.  So, really, there’s four key points.  
They have to do with health policy reform and really thinking about what are the local impacts?  What is it going to do in your local community?  We need to do research further about the effects about poverty, health disparities, access on health policy reform because it isn’t a one blanket that fits the whole, all different communities that we have throughout the United States.  As physicians, we have to advocate health professionals for underserved communities at the legislative level.  And this is a little bit of the story of what we were doing with that.  
And, lastly, we still have to find solutions for effective, efficient, safe and affordable care.  So, context, back to 2009, well, presidential elections, new president, discussions on bending that cost curve.  There was a lot of talk.  Peter Orszag, Budget Director of the White House really was talking about how do we bend this cost curve?  And, that there could be a lot of savings in Medicare.  But, really, the concern was how do you make these changes and how do they affect the local communities, the different communities that have different populations, make up different socioeconomic statuses?  Again, one tool that was looked at was Dartmouth Atlas in Healthcare.  We’re going to talk a little bit about that.  

This is the article that came out.  Dr. Gawande published June 1, 2009, the Cost Conundrum in the New Yorker.  It had a lot of press, to say the least.  It was held up by the President, passed around by Congressional staffers.  By the time it went to print, we heard about it and actually, we were in the article itself, specifically, we are a brand new hospital there.  We haven’t been around that long.  We actually have a different way of doing healthcare.  I am part of the largest physician owned and managed in the country.  
And, we feel that we have a way to practice medicine that goes from the boardroom to patient and back to the boardroom.  So, as a physician, I can knock down walls in my institution.  I can put things that doctors and nurses need.  We feel it’s a different way to practice medicine.  So, he describes, actually—this is Dr. Gawande talking about what exactly he talked about.  He explored the question of why two border towns in Texas, similar size, location, circumstance, and we’ll talk about that.  McAllen and El Paso should cost Medicare enormously different amounts of money.  
In 2006, McAllen cost $14,946 per enrollee, the second highest in the United States behind Florida and, essentially, doubled El Paso’s cost $7,504.  This is pretty much the gist of the article.  He talks about that a lot of patients receive more diagnostic tests, hospital admissions, operations, special visits, home nursing care than in El Paso.  
So, there was some implications as we talked, that he went around speaking with different people.  One, of course, is the obvious.  If you brought the cost curve and the expensive place down to their level, Medicare’s problems, indeed, almost all of federal government’s budget costs for the next 50 years would be solved.  The other is an assertion that kind of hit home with a lot of the docs.  The primary cause of McAllen’s extreme cost was very simply the across the board overuse of medicines.  Actually, it went a little farther than that.  They said that we were taking care of our pockets and that was the reason for the picture and not so much patients.  
It didn’t go over too well for me, since I’m from Texas, trained in New York and I came specifically to work in the poorest county in the country because of all policies and implications that are there.  It’s hard to recruit when an article like this comes out, they want young and fresh people that want to work in the good place.  Well, let’s look at the Dartmouth Atlas.  Here’s McAllen.  It’s actually a dot down right here.  I don’t know if you can even see it.  Right there.  These are the distributions that he talks about.  Now, let’s take a look at actually El Paso, El Paso, Texas, for those of you who know where is El Paso.  El Paso is in this corner here.  We’re actually looking at data which is called Hospital Referral region.  This big green blob here that goes into New Mexico, that’s the El Paso region.  Little circle here, McAllen, big blob through here, the El Paso conversation that we were having about, actually a lot of hospitals were in that New Mexico area.  It’s different, El Paso and McAllen.  
That’s not the conversation that was actually talked about.  But you can see there are cost differences.  This is a good argument to make.  But, look at the map also, where you look at the darker places where there are cost variances.  They’re in major areas throughout the country.  If you look at the northeast, not only was this becoming the conversation regarding south Texas, but this was a conversation that talked about urban areas, poor areas.  Cedar Sinai chimed in on this.  New York Hospital chimed in on this.  Places in Michigan chimed in on this.  So, really McAllen versus El Paso, we started looking, after we had a little bit of a black eye about what is this whole El Paso thing.  We’ve been to El Paso and the other thing is although the region isn’t El Paso.  It was part of Texas and a big part of New Mexico.  
Well, you can see the number of physicians per 100,000 residents in El Paso is well below the national average, but it’s 24 % higher than McAllen.  The poverty rate in El Paso is well above the national average, but it’s 18 % lower than McAllen.  The prevalence of diabetes in El Paso is greater than the national average, but it’s 20 % lower than in McAllen.  El Paso’s HRR has 35 people per square mile, while McAllen has 164.  Pretty soon, he had studies that started coming out.  
Well, CMS, actually MedPac [phonetic], an independent study basically said McAllen is not number two, probably around 14.  They started looking at the data, literally differently, and you can see there’s other areas that’s there as well.  A lot of studies started coming out.  The New York Times critics question study - - and health debate.  
Basically, they talked about Dr. Cutler, but even those who defend Dartmouth say that failing to make basic data adjustments undermines the geographic variations that the Atlas Reports show.  David Cutler, Professor of Economics at Harvard.  Likens it to failure to account for inflation while looking at Gross Domestic Product.  Nobody in their right mind would talk about the GDP growth without adjusting for prices, he said.  
Other reports talked about, because it started to become a huge debate.  Analysis written by the New England Journal of Medicine by Dr. Boklis [phonetic], a physician and an epidemiologist at Sloan Kettering suggests that much for the Dartmouth Atlas is fogged and that it should not be used to compare the relative efficiency of hospitals.  You also have to keep in mind that the discussion started becoming of hospitals, but the cost that they were talking about was home health, DME, was outpatient procedures.  It wasn’t just hospitals, but it ended up being a hospital debate.  Again, Health Affairs came out with two articles.  
I only have one here, where they started looking at different factor, and they did find gender and age differences that are evident in personal healthcare spendings per person.  So, there is differences, basically, when you look at the data.  So, why the cost variance?  Again, this is a very important question, but you have to dig deeper and it really has to do with poverty and its impact on access to care, diabetes and its related chronic conditions.  
So, if we’re looking at CDC data—I don’t know if you had one of these in your slide deck, but if you just look.  Red is just your largest poverty area.  You’re talking about McAllen, which lights up here.  Here’s the HRR region over here.  There’s a big difference in poverty.  Incidence of chronic conditions.  McAllen, El Paso and Grand Junction, Colorado.  Grand Junction is up here because the debates already talking about different institutions, which are great institutions.  Mayo Clinic, Grand Junction Colorado, Geysinger.  
There’s different populations of people there.  If you look at the graph, you just see how diabetes compares, as well as, let’s see, multiple conditions 55 % versus 37 % versus 24 %.  They’re a big difference in healthcare conditions in our population.  I’ve actually been to Grand Junction.  Actually, after the article came out, myself and a team of doctors went to Grand Junction to go find out what all the talk was.  They’re also isolated.  But realize, we had a different insurance issue.  
In my area, again, I’m one of the hospital administrators, we run a hospital that takes care of 80 % Medicare Medicaid.  We have very little private insurance.  Grand Junction, has a lot more private insurance than we have.  We have a lot of different poverty levels than Grand Junction.  It’s a different population.  It’s not apples and apples.  Again, you’re looking at the poverty concentrations through America.  We started to see McAllen.  We also start to see the region here, which was being compared as equal.  Well, then, you had other researchers and in this Gilden [phonetic] article, they looked at when you removed, when you were controlling for the cost of diabetes and obesity, McAllen is not a cost outlier.  So, basically, you take away those things and you compare it.  
And there was a researcher who did that based on the Medicare and Medicaid data and you find that there’s a lot more similarities when you control for those things.  Diabetes is huge in Texas.  People are huge in Texas, too, unfortunately.  Well, I’m a Texan; I get to say that.  But, you see the impact in the costs.  Basically, we’re partnering with Jocelyn [phonetic], signing a contract with them, actually, to have a war on diabetes in our county.  But you see cost is a mess and I’ve been testifying in front of our Texas legislature talking about diabetes and what we need to do at stake.  
So, a little bit about Hidalgo county where I’m from.  You see that the current population, at least in 2008, was 726,604.  We’re going to easily pass the million mark.  We’re a huge population, a young population actually.  But what can be done?  Again, this goes back to there are variances in the data.  We have to understand this before we do huge health policy decisions in a big blanket way.  Well, there’s still problems regarding poverty and access.  We need to do outreach to similar communities, a lot of the things that we similarly talked about to determine the reasons and portability of these programs.  
We need to look at similar places and find out what worked there and apply them to similar communities.  Well, they taught us as physicians, we have to look in journal articles and does that journal article for that intervention, is that covering the same population of patients that I would use?  It’s the same thing in health policy.  Defragment healthcare information.  We do have fragmented form of health information in the Valley, and actually, I’m part of a task force there.  
We’re going to be rolling out a community health record there.  County wide collaboration, medical homes, outreach by hospital providers into areas of wellness, education and prevention.  Looking at outreach into our colonians [phonetic], as well as community collaborations on development of diabetes and obesity prevention.  So, we need to work very diligently, everyone does, on diabetes and obesity.  Lastly, and this sort of answers one of the questions that a young resident from Columbia, actually, Columbia University asked about.  There’s also socioeconomic factors.  
I spend a lot of time making conversations, holding conversations with the economic people in our community, as well as education because, really, it’s about jobs.  People need jobs; good paying jobs that have health insurance, or allow people to have health insurance.  You’re able to tackle health problems of health.  So, as a physician, going in front of economic leaders and getting in front of mayors and making arguments, saying you already have the workforce that you need, but what I’m asking you to do is you guys need to make that argument because they will listen to physicians.  So, the answer, basically, to that economic question is you need to make the argument regarding jobs and education in your community because that’s really how it’s all going to help solve that problem.  
Back to the conclusions.  Health policy reform has local impacts.  We saw that; we went on the offensive, brought a lot of attention to McAllen, brought a lot of attention into ourselves.  Actually, in the article, we were praised by Dr. Gawande, that when he walked through the halls, that we had facilities like any major academic institution in the country, and that we were not part of the problem, at least the problem that he defines it, but left us with a big black eye.  Research.  We need to go into research and understand these things better, understand these things before we make big policy sweeping implications because one of the things that was going to come out of this possibly was to pay areas that were underperforming less money.  Well, if it isn’t our fault because we’re not efficient or I’m not practicing medicine because of my pocket, you’re just going to hurt the patients that you’re taking care of.  That’s going to be an end result.  Advocacy, I think that’s clear, but we still need to go back and find solutions for effective, efficient, safe and affordable care.  Just everything that Dr. Berelowitz [phonetic] was talking about earlier.  Questions?  There’s my contact information.

FEMALE VOICE 1:  Thank you so much, Dr. Mesa.  And, I assume, you also have nothing to disclose?

DR. MESA:  I have nothing to disclose.
FEMALE VOICE 1:  Okay, so we have nobody that have anything to disclose - - .  So, these were three great presentations that kind of built on each other.  And so, please, if you have some questions for any of our panelists, please come up to the microphone, please state your name and where you’re from and just a question, not a lot of comments, so a lot of other people can ask questions. 
MALE VOICE 1:  Okay, I have a question.  My name is - - from Chicago.  All three are excellent presentations.  My question is for Dr. Mesa.  When you say talking about doing research, what three areas would you say?
FEMALE VOICE 2:  Dr. Mesa, I’m sorry, because we are recording everything, we do need to use - - .

DR. MESA:  That, I was actually answering that question.  Well, what three areas?  Well, it really depends on what community you live with.  I mean, for us, it’s going to be diabetes.  It’s going to study chronic conditions.  So, my advice is that wherever you’re living, learn about the health disparities, understand the public health implications.  Because if you’re going to get in front of a legislator, first of all, they’re going to defer to you because you’re a physician.  And if you have a handle on your local epidemiologic public health, then you’re able to communicate that and make a broad impact.  If there’s a hole there, though, that’s the area you’re going to need to concentrate on.  And so, if it’s in the wrong - - and it’s asthma, you need more research on asthma.  But it really depends on what community you are in.  

FEMALE VOICE 3:  My name is - - from the Czech Republic.  What conditions are—

MS. COHEN ROSS:  That’s a good question.  And I’ll answer it the same way I would answer if you asked me what are the eligibility requirements for the Medicaid program.  And I would say if you’ve seen one S-CHIP program, you’ve seen one S-CHIP program.  Every state has different eligibility requirements.  And so, and that’s because there are some federal guidelines, but states have tremendous flexibility.  In general though, in most states, stateship programs and in some states, some states have used their S-CHIP dollars to actually expand Medicaid.  
So, again, I’m going to talk about Medicaid and S-CHIP together as children’s health coverage.  Most states have expanded at least up to 200 % of the federal poverty line, which is roughly, for a family of four, roughly around $45,000 a year of income.  But we have, in S-CHIP, because states could go much higher, we have something like 13 states that are above 250 % of poverty, a growing number that are above 300 % of poverty.  So, the income eligibility is higher than a lot of people might imagine.  There are some other eligibility requirements as well.  For example, children in the S-CHIP program can’t have private insurance, while in Medicaid, a child might have private insurance, but Medicaid will cover benefits that that private insurance doesn’t cover.  Those are just some of these basic requirements.  Is that helpful?  Because there are a lot of other details, too.  But, again, they differ state to state.  
FEMALE VOICE 3:  But it’s not a federal program that can create a state program?

MS. COHEN ROSS:  It’s both Medicaid and S-CHIP are federal state partnership.  So, again, the program is financed jointly by both federal government and the state government and there are some federal guidelines, but states have flexibility.  And, of course, as I mentioned earlier, there are some basic immigration requirements that are federal, but states do have flexibility.  For example, the option to cover the lawfully residing pregnant women and children.  That’s an option for states.
FEMALE VOICE 4:  I’m going to ask a question because I’m in Georgia and we’re trying to work on getting the five year wait out of Georgia’s requirements.  And, we’re not getting anywhere.  So, I wanted to know if you had some suggestions or recommendations.

MS. COHEN ROSS:  Interestingly, I’ve been on the phone with the state of Georgia all day.  The state of Georgia is actually very interested in being in the next round of states to get one of those performance bonuses that we talked about that Washington State and 14 others have gotten.  Georgia is not one of those states and there is some other things.  So, Georgia is very interested in improving access to coverage.  With respect to picking up that option to covering those pregnant women and children, a number of the states that picked up that option had already been covering those children and pregnant women, but with state only dollars.  So, for them, it’s not that heavy a lift.  
I can’t remember off the top of my head, but some portion of those 22 states that picked up the option, it actually was new coverage.  And, I think the same that we just heard in the last presentation, advocacy is a really important case.  talking about why it’s so important for health coverage to open the door to appropriate and comprehensive care and what the cost trade offs are is very, very important.  There are some states that are very open to making those kinds of changes; others that are distant.  
We find that sometimes states really do look at what neighboring states are doing.  And, one resource is the Kaiser Family Foundation, and Kaiser Commission on Medicaid and the Uninsured does have a state by state survey.  So, for example, to look at neighboring states, North Carolina has picked up that option.  Yes, and to look at what some of the other states in your region is helpful.  We can make a list, I think, but I’d be happy to talk to you about specific after, as with anyone.
FEMALE VOICE 1:  Anyone else?  Well, then I will thank your panelists again for a very - - .  And I just wanted to remind you, please, if you didn’t sign in to the sheet that was going around, please sign in.  Second, please, if you make sure that you evaluate.  It’s really important.  Three, make sure that we see you tomorrow and follow our sessions.  And, most importantly, and if you haven’t joined the National Hispanic Medical Association, please.  We can’t have quality programs if we don’t have members.  Thank you.
[END RECORDING]
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