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Welcome and Introduction – Dr. Jo Buford
[START 189602_031811_900-1100_TAPE_1OF.WMA]

[music]

DR. JO BUFORD:  Good morning, everyone.  Let me invite everyone to take their seat and we will get underway.
[off mic]

DR. JO BUFORD:  I’m sorry?

[off mic]

DR. JO BUFORD:  Oh, okay.

[off mic]

DR. JO BUFORD:  Well, we will see if they catch up when they get up here.  We are watching the slide show which looks like Dr. Partridge’s slides are advancing without Dr. Partridge.  Should we check to make sure it goes back to the beginning?

[off mic]

DR. JO BUFORD:  Okay, okay.  Good morning again.  Sorry for that.  I am Jo Buford [phonetic].  I am the Present of the New York Academy of Medicine and a Member of the Board of the National Hispanic Health Foundation, and I am delighted to welcome all of you to this first plenary on Saturday.  This is going to be a really interesting session to explore the roles of various private sector organizations in the implementation of national health care reform, many of them national, some regional, but really looking at the sort of array from a major voluntary organization like the National Cancer Society to an accrediting body to an advocacy organization really looking at the rights of consumers in the development of exchanges in California.
So let me first, each of our speakers is going to have about 20 minutes to make a presentation.  We will have questions and answers until the end.  I will be guarding the time levels here assiduously with them, so if they start to go over, we will kick them in the shins or something, but they look like they are very well disciplined.  And we should have a good discussion period afterwards.

So let me introduce our first speaker.  Dr. Edward Partridge is a Professor, a gynecological oncologist, and Director of the Comprehensive Cancer Center at the University of Alabama at Birmingham.  He has been highly recognized for his work to reduce racial and ethnic disparities as a leader in reaching underserved populations and for his own research in cervical ovarian cancer.  He is cofounder of the - - Partnership for Cancer Control in the Underserved, and his efforts have also resulted in Alabama’s participation in the Breast and Cervical Cancer Early Detection Program.

Since 2003, Dr. Partridge has been a member of the American Cancer Society’s National Board of Directors and is Co-Chair of the Strategic Planning and Agenda Development Committee.  He is a graduate of University of Alabama and received his medical degree and completed his residency in OB/GYN and fellowship, and GYN/oncology at the University of Alabama at Birmingham.  He is also Chairman of the Cervical Cancer Screening Guidelines Committee of the National Comprehensive Cancer Network.  And we are delighted to have him here to kick off this panel.  Dr. Partridge?  [applause]
Plenary Session: State and Private Sector Reforms for Hispanic Healthcare – Dr. Edward Partridge

DR. EDWARD PARTRIDGE:  Thank you very much, and I am delighted to be here representing the American Cancer Society, which does have a global effort to eliminate cancer disparities.  Cancer, as you know, does not discriminate at all.

So if you look at the population of the United States today, it is about 16% Hispanic, and we all know that is a growing population and an important population for this country.  If you look at the uninsured, the major group with about 50% lack of insurance is the 18- to 44-year-old group.  That is a problem, obviously, for us, for the nation, that will have to be addressed, and we can talk about that perhaps a little in the panel.
The major causes of death in the Hispanic population are cardiovascular disease, which is the purple, and then the blue, cancer.  And if you look at heart disease, cancer, and diabetes, you are more likely to have each of the three if you are in that yellow bar, which is poor.  So there is no question that poverty leads to a higher likelihood of having either of those three conditions, chronic diseases.

Mortality rates are actually coming down slowly for males and females, and that reflects what we have seen in the United States since 1990.  So mortality rates for the general population have been following since 1990, and that translates actually into 350 fewer people dying today than would have died if we had continued as the 1990 way, so that is 350, every day, people that have birthdays that would not have had them had the rate stayed the same.  So we are making progress, but we can make a lot more.

So what do we know?  Well, I think the fundamental thing that we know is that about 70%, so listen to what I am saying here now, 70% of cancer deaths in the United States could be avoided by simply applying what we already know.  So without another discovery, if we did deliver what we already know, we would make a significant impact.  And what we know is that tobacco causes about 35% of the deaths in the United States, obesity another 30%.  This is cancer deaths now; I am not talking about diabetes and cardiovascular.  And then, lack of appropriate treatment accounts for maybe another 5%, that is, a difference in the quality of the care that is being delivered.
It is obviously the poor, the medically underserved that suffer most from not getting any of the appropriate screening, using tobacco, not being treated appropriately, and obviously, unhealthy eating and lack of physical activity.

The causes of disparities are complex, and I am not, I would be preaching to the choir if I came in here and talked to you about what that is; obviously, inequities in access to care, language barriers, unhealthy environments; in fact, in my state of Alabama, that is a big controversy right now because they bring in coal ash from Tennessee, dumping into an area of Alabama that, guess what, is very poor, very underserved, low economic conditions, perfect place to take somebody else’s trash, then come dump it.  And obviously, there is racial bias, discrimination that occurs, even though we would like to say it does not occur.

So disparities are related to treatment, screening, incidence, mortality, and obviously, the risk factors for development of disease.  So again, be aware of the differences in all of those areas, so I - - on that.

What are we doing at the American Cancer Society to address disparities?  We have four major focus areas in the Society.  One is prevention and early detection, which is increasing access to lifesaving cancer screening, and that, of course, is mammography, breast cancer screening, cervical cancer screening, and colorectal cancer screening.  Prostate is still controversial in terms of whether the screening actually reduces mortality; we can talk about that if you want to.
We want to be able to provide high quality information to patients who have just been diagnosed, patients and family, that have just been diagnosed with cancer, and to get information to the worried well or the well, and that is those that want to know what they can do to decrease their risk for cancer.  We are very interested in quality of life that includes actually quality of care, and, of course, we support a research program which is a big part of what we do as a Society.

We do this through advocacy.  We actually have a FILO [phonetic] 1C4 organization called American Cancer Society Cancer Action Network, and we actually worked quite hard on the health care reform package.  And that really stems from our recognition, we try to be scientifically based in the American Cancer Society, and that stems from our recognition, at least six years ago, that one of the greatest impediments to reaching our 2015 goals, which is a 50% reduction in mortality and a 25% reduction in incidence from 1990 levels, was access to care.  So as long as we had substantial portions of the population that were not covered by some type of insurance, we had no way to meet our 2015 goals, and for that matter, we have no way really of eliminating disparities if there are significant differences between populations in terms of insurance coverage.
We work with systems.  We have a group called CEOs Against Cancer, working in large companies to actually promote wellness.  Cancer information empowerment: we have the call center 24 hours of the day, 365 days a year.  You can call on Christmas morning and a person answers the telephone to give you information about cancer.
We do have a navigator program.  We obviously are a community based organization, and we are, as we transform ourselves over the next year-and-a-half, we want to be even more relevant than we have been in the past in communities that are traditionally underserved, which we have not done as well as we would have liked, but we recognize that and we are going to fix that.

So the task of eliminating disparities, is it daunting or not?  I think that we can do it.  The technical advantages that needs to be delivered are not really that complex, so we are talking about tobacco control, which is policy, cleaning the air [phonetic] taxes, increase taxes, and cessation programs.  We have experience in that already.  California has - - tobacco rates approaching single digits - - in California where you should be able to do it in the rest of the United States.

Age appropriate screening, which if you think about it is a one-time event on an annual basis, for colorectal cancer, it is every ten years.  So you have got to get somebody to have a behavior that makes them act once a year.  The most difficult, I think, and I will talk about that in just a minute, is what we are going to do about the obesity epidemic that is sweeping the country.

The populations most at risk are, for the most part, geographically defined.  So you don’t have to have a program in every community in the United States to address Hispanic disparity or African-American disparity because Hispanics and African-Americans tend to be, in this country, geographically defined, geographically located, which means you can be, you can target programs geographically.

The Patient Protection and Affordable Care Act supposedly will eliminate various access.  Obviously, there is a lot of work that still needs to be done on that program, and a lot is still to be found.  And what I found in my own work in the African-American population is in Alabama and Mississippi in that the communities themselves, that is, poor underserved communities, have leaders always, and individual citizens, who are ready to engage and make a difference in their community.  So that is not confined to volunteers in the middle income, White communities; you can find it in any community you go into.
So maybe age appropriate screening is the easiest behavior to change because again, it is a one-time event.  Tobacco control, relatively easy because we now know what we need to do to advocate for cleaning the air, for increased tobacco taxes, cessation programs.  High quality treatment for all, even with the Affordable Care Act, is still going to be moderately difficult to implement because we still have transportation programs that we will have to overcome getting people from rural areas to urban areas for the high quality care.

And then, the one that scares me to death personally, and I think should scare all of us, and that is what we are going to do about our diet and our physical activity, a major problem.  I have seen - - has grown by 12 lb in the last decade, so I am not sure what the Hispanic data is, but in Mississippi, for instance, 86% of African-American women are either overweight or obese, so 86%, so it is a phenomenal problem.

I also believe that we have got to get out of our institutions, so it is no longer acceptable for us to work from our university, or work from our physician office, or from the American Cancer Society national headquarters, to make a difference in the community.  We have got to actually engage in community, in the community, often, regularly, and that is the only way we can ultimately do what we have to do that makes a real difference, and that is to create trust, eliminate bias, and ultimately share power with the community.
So we know that there are some strategies that work.  We have got to have effective communication that occurs at the community level, social support, community health advisors, - - which in the third bullet are a great way to provide social support and communication that is trusted by the community.
There are some provisions in the Affordable Care Act that should help reduce disparities.  These include obviously the expanded coverage, an emphasis on prevention and actually reimbursing for prevention, and for improving quality of life.  It expands Medicaid coverage to all persons under 133% of the federal poverty level, allegedly simplified enrollment in Medicaid, their incentive programs - - participation in chronic disease prevention programs, and chronic diseases are the killer for this century.  So diabetes, heart disease, and cancer are going to be the major killers actually worldwide.  And it increases access to cessation drugs and tobacco fastings [phonetic].
The qualified health plans have got to provide materials that in an appropriate language and their strategy for increased access to language translational services, so that is actually in the bill at this point.

Obviously, at the state, we have got the high risk pools creating the exchanges, ombudsmen programs and supposedly projecting the mandates of the breast and cervical programs until at least 2014, but in the states that I work in, we have an absolute assault on the breast and cervical early detection program because all of my states at least in the Deep South are having major financial problems, obviously, as we really are across the country with the downturn of the economy.

So they are trying to steal money from the breast and cervical cancer program right and left, which really drives me crazy because at least in Alabama, in our unscreened population, right, that is women that are screened for the first time in the program, one in 57 actually has a breast cancer.  Everybody hear that?  One in 57.  I mean, if you take, normally, that is like one in 200-400 mammograms would be positive, so it reflects a previously unscreened population that is in the ages 50-65, so incredibly high.  And taking money from that seems ridiculous.
So what can you do?  Learn what is in the bill, which is not easy, by the way; identify state publications that will update you, if they exist; and maybe develop a relationship with your state and local officials, if possible.

So there are some resources; that is our website.  We have resources that actually are key [phonetic] to actually networking, are always keeping us up-to-date in what is going on in Washington related to health care reform.  So you can click on that portion of the ACSCAN.org to really understand on a weekly basis what is going on.
So thank you.  Our mission is to save lives and create more birthdays.  So we help you stay well, help you get well, find cures, and fight back through our advocacy program.  So thank you very much.  [applause]
DR. BUFORD:  Thank you, Dr. Partridge, and congratulations, right on time, which is always important for the first speaker.  Our next speaker is Dr. Angelica Flores [phonetic].  She has been a surveyor in the Ambulatory Accreditation Program of the Joint Commission, now called the Joint Commission it seems, not the other names, since 2005, and she has a special area of expertise and certification and conducting ambulatory care surveys for community health centers, the Bureau of Primary Health Care and HERSA [phonetic] under its accreditation initiative.  She is employed at the Gateway Community Health Center in Laredo, Texas, and before working with Gateway, she was the Vice President of Medical Affairs at the Mercy Health System in Texas.  She is board certified in internal medicine with a Masters in Public Health, and she will be talking about Joint Commission standards for our vulnerable populations and cultural competence.  Dr. Flores?
Joint Commission Standards for Vulnerable Populations and Cultural Competence – Dr. Angelica Flores
DR. ANGELICA FLORES:  Good morning.  Okay, well, I will be talking about the Joint Commission’s Primary Care Home Initiative, and as a little bit of a background, I will first discuss the Joint Commission accreditation process.  What I will be covering today is firstly an overview of the Joint Commission, for those of you that might not have been through a survey or prepared for a survey, and by a show of hands, could I just see how many folks have been involved with a survey, either hiding from the surveyors when [laughter] they come around?  I know I used to do it; I am an internist.  I found a way to stay in a patient room for like 45 minutes [laughter] until they left the floor, or by helping participate in preparing for the survey.

So it seems like a lot of folks are familiar with the Joint Commission, and it is now, the Joint Commission used to be known as JCAHO, but now has shortened the name.  And basically, the Joint Commission, well, in addition to an overview, I will talk about the Primary Care Home Initiative and the background and how it is that the Joint Commission has gotten involved in having some of the development of some standards in a way to look into the primary care home to be able to designate organizations as such, and then connecting the accreditation process with the primary care home option.

And lastly, I will discuss very quickly the proposed primary care home requirements that are sort of being built on top of the already existing standards and elements of performance.  And at the very end, I will just leave you with some contacts in case you want some additional information.
First of all, what is the Joint Commission?  And basically, it is a private, not-for-profit organization which was created by, and is also governed by, health care professionals.  The Board of Commissioners basically is comprised of stakeholders that are within the whole spectrum of health care, from administrators and clinicians such as nurses and physicians, there are also ethicists and members of the public.

And in addition to those members, there are also corporate members that represent some very large and leading health care associations, and that would include the American Hospital Association, the American Medical Association, the American Dental Association, the American College of Surgeons, and the American College of Physicians.
What is the mission of the Joint Commission?  Basically, and for those of you that have been familiar with the Joint Commission for a few years, the mission and the vision underwent a revamping a few years ago, but basically, the mission is to have all people always experience the safest, highest quality, best value health care across all settings.

And the mission sort of coming from that is twofold: to have the evaluation of the organizations and to help the organizations continuously improve health care for the public.  And what that continuous improvement in health care entails is the evaluation or the onsite survey, and then, helping the organizations use their own process and the process that is occurring throughout those, between those visits to help them improve the safety and quality of the care that they are already providing.  So there are two aims, not just the evaluation, but trying to inspire organizations to excel in the provision of the care.
The Joint Commission has many years of accreditation experience.  It has been over 50 years.  A lot of individuals are just familiar with the hospital accreditation piece, but Joint Commission actually accredits many other types of organizations including long-term care, laboratories, home care, and ambulatory care, which includes the office based surgery, and under which the Bureau of Primary Health Care, for any of you that work with those types of entities which serve a lot of the underserved, they also fall under the ambulatory care option within the accreditation.
The way that the Joint Commission sort of addresses what the safety and quality issues are is by working with the customers to try to determine what are the big issues in safety and quality that affect the care, and what is it that the customers need to help make an impact on that?  And the Joint Commission works with experts in the field to try to make sure that the standards and the accreditation process will be state-of-the-art and reflect the kind of changes that need to take place to help improve the safety and quality for the issues that the customers themselves have said are important to them.  And lastly, there is an opportunity for input from advisory councils and other panels to fine-tune what is developed.
As I mentioned, there are many types of entities that are accredited.  The Joint Commission accredits over 19,000 organizations, and the Joint Commission has been accrediting ambulatory organizations since 1975 with 1900, over 1900 entities having been accredited with 6400 sites of care.

As I mentioned, one of the goals really, and part of the mission, is to try to engage the organization and help them improve the care that they are delivering.  And so, the accreditation itself is a partnership with the part that most people are familiar with being the onsite evaluation, but in addition to the onsite survey, there are also annual self-assessments which some people might be familiar with, and they are called periodic performance reviews, and what happens during the actual accreditation, or the interim between the visits, is that organizations can access resources through the Joint Commission and have access to the Standards Interpretation Group after they perform their periodic performance review, which is where they measure themselves against the standards of, and then can obtain additional guidance and additional information from the Standards Interpretation Group to help them meet the standards and comply with things that they feel might be impacting the safety of their care.
I am just going to speak very briefly about the Joint Commission accreditation and the different pieces that make up the actual accreditation cycle, in addition to the onsite evaluation, as I mentioned, and that onsite evaluation, for those of you that have not been through an accreditation, is really something known as the tracer [phonetic] methodology where the surveyors follow the actual process of care to see what is being delivered at the bedside.

And there are health care professionals that perform this so that they are familiar with what is, that needs to happen.  And part of that, as I mentioned, in trying to get the organizations to improve their care and to use the information from the onsite survey to further feed the improvement of safety and quality, is by using lessons learned in other organizations and sort of trying to transmit best practice information to the organizations being surveyed.  As I have mentioned, the Standards Interpretation Group education, which follows the periodic performance review, and which is also available between the actual visits, will also help organizations be able to access resources to help them meet their goals.  And organizations also have an account executive as a contact point to help them.

These are additional items that have been developed as of late to help organizations try to develop excellent care.  It is difficult for individual organizations, especially with the smaller organizations that will comprise a lot of primary care and ambulatory organizations, it is very difficult for them a lot of times to access a lot of expertise.  And so, the Joint Commission does have additional resources available through its website for the accredited organizations, and that includes the Center for Transforming Care; the Targeted Solutions Tool, which some people might be familiar with, the particular topic of hand hygiene, and basically what the Targeted Solutions Tool is is a way to provide tools and techniques to help people meet their goals; the Leading Practices Library where accredited organizations share their best practices or tools or policies or particular templates or forms to help those organizations, the other organizations accessing them be able to create things without having to reinvent the wheel; and then an interactive forum where people can discuss items related to health care safety, quality, and accreditation.

Just a little overview, as I mentioned, there have been some changes in addition to the name change.  There has been a revamp in refreshing of the mission, and as I mentioned, the Center for Transforming Health Care, the Targeted Solutions Tool, and the Primary Care Home Initiative.

What is the Primary Care Home Initiative?  As you all, some of you might be familiar with, the Institute of Medicine’s report on safety and crossing the quality chasm, and basically, one of the items that comes, one of the quotes from that is that current care systems cannot do the job by themselves.  Trying harder will not work; changing the systems of care will.

There has been, as of late, sort of an attempt to align a lot of what is happening in health care to try to provide something which is more comprehensive, more coordinated, increases access, and is more patient-centered, and it is really not going to happen with just one organization by itself.  It really is the entire system that needs to undertake a revamping.
And so, something this big is not going to happen overnight.  It really will have to be incremental changes.  And so, part of that, part of this whole restructuring of health care includes the primary care home concept, and how the Joint Commission, sort of how this came about for the Joint Commission was that it is basically Joint Commission’s response to a new model of primary care delivery.  And right there, it is highlighted as the patient-centered medical home.  It has many, many different names based on the different entities that have created the core concepts, and I will get to a list of those different entities and the different names.  But basically, this was Joint Commission’s response to this drive towards the patient-centered medical home.
And so, there have been demonstration projects for these patient-centered medical homes which have involved also added reimbursement.  And so, the way Joint Commission got involved is that there are some accredited organizations that basically they are already undergoing ambulatory accreditation and would like the Joint Commission to be able to evaluate them and designate them a primary care home.

And so, as it is being mentioned in terms of the revamping of the health care system, this is part of the proposed health care reform quality and cost reduction options in an attempt to help coordinate what is happening in health care in general.
And as I mentioned, there are many, many names.  There is a list of different ways that you might have heard this referred to.  In addition to the designation being used by the Joint Commission for Primary Care Home, there is the Patient-Centered Medical Home, the Health Care Home, Advanced Primary Care Practice, and the Primary Medical Care Home.

So where is the Joint Commission right now with this initiative?  At this point, drafts standards have been created and the pilot testing is being undertaken with a field review, including those pilot tests, and what happens after the draft standards and the pilot test, there is time for revamping and feedback.  As I mentioned, the Joint Commission works with experts and then allows time for additional comment to make sure that what is being developed serves the needs of the customer and the patient.  And the expectation is that by late July, there will be implementation of the primary care home designation piece for the ambulatory accredited customers.
As I mentioned, multiple sources for these core concepts, and hence, the reason for the multiple ways of designating these primary care home designations, or naming these designations, and there is the listing of the different entities that have put forth some kind of core concept.  A lot of folks are familiar with the Joint Principles of the Primary Care Medical Home put together by AASP, AAP, ACP, and the AOA.
Getting to one of the entities that has the designation is the Agency for Health Care Research and Quality, also known as ARQ, and they talk about the importance of the medical home, and the primary care medical home being a promising model for transforming the organization and delivery of primary care.  As we all know, there is definitely a possibility that it can be disjointed as people try to deliver primary care across a continuum with different entities and different organizations participating in that care.  And the name focus really is to try to remove some of those obstacles for the patient and to try to create a system which is patient-centered, coordinated, comprehensive, provides access to care, and will be improved as time goes on, so really trying to have the organizations help the patient navigate the whole spectrum of their care.
The operational characteristics, and now, tying that back to the coordination comprehensiveness access and patient-centered aspect, you will see how these sort of fit into those particular tenets, and these primary care home operational characteristics include an interdisciplinary team, a personal primary care clinician, comprehensive and continuous care, patient-centered care, coordination of care, a focus on safety and quality, an enhanced access to care, and access to specialty care and other resources needed to provide care.

So in addition to the care being provided within the actual medical home, there is the need to coordinate everything else that it has to be referred out, be it subspecialty or be it an acute phase of care that the primary care home does not handle.  And so, you will see these reflected on and discussed a little bit more as I go on.
At present, the ambulatory care accreditation already has a lot of standards and elements of performance which would help an organization already qualified as the primary care home.  They are part of the accreditation process itself because in looking at just plain ambulatory care accreditation, there is already a focus on involving the patient, on coordinating care, on having some aspect of performance improvement.  What the primary care option would do is add some additional elements of performance to make sure that all those basic tenets that I mentioned, access, coordination, comprehensiveness, patient-centeredness, and the improved quality, would all be met with this addition of 54 elements of performance.
This is just another illustration showing that a lot of the ambulatory care standards already apply to the primary care home concept, and another way of illustration the elements that a primary care home organization would meet being that they take into account the patients that they coordinate their care, that they try to ensure that there is communication.  And then, the overlying, because just like there were some foundation or some parts of the accreditation requirements that apply to the primary care home, the other accreditation requirements that don’t apply to the primary care home would just increase quality in other ways that are not necessarily addressed by an organization being a primary care home, but with the accreditation would also ensure safety in terms of medications, environment of care, compliance with national patient safety goals, and other aspects of the accreditation.
So what exactly will the initiative mean for accredited organizations?  At this point, it would only apply to an accredited ambulatory care organization because as I mentioned, the infrastructure of the primary care home designation already resides within that accreditation.  It would include the onsite survey process and would require no additional application requirement, and it would be an organization-wide designation for up to three years.

The primary care home designation would also be publicly available through quality check through Joint Commission.  And for those of you that participate with the Bureau of Primary Health Care accreditation, that would be something within the contract.

And I am just going to go very quickly.  I am just going to flash through these.  These are basically as I mentioned, a lot of the standards and elements of performance already apply to the Primary Care Home Initiative, and so, you will see that with comprehensive care, there is already one current element of performance which is required for accreditation, with 13 additional being proposed for the primary care home option.  And basically, these additional elements of performance would be the elements of performance that would be evaluated during a survey to see if the organization met its goal of providing comprehensive care.  And so, that would mean having a way of having a team take care of the patient, having somebody coordinate the care, having access to, a way to assess health risk behaviors, having the primary care clinician be accountable for the patient care, and having the individuals caring for the patient and the primary care clinician having the knowledge base to take care of the patient and whatever arises in the primary care home.
There is also the aspect of access to care.  None of the EPs [phonetic] directly relate to this right now, but three additional EPs are proposed for the primary care option.  And really, the goal here is for an organization to have 24/7 access to the patient, not so much that their doors are open 24/7, but that they have access for the patient, and the goal being to avoid ER visits for the patient and having the patient wait for things that the organization might be able to provide to them by increasing access and same-day scheduling, and making other tweaks to make it easy for the patient to navigate the care.
And then, the same thing with coordinated care with 19 current elements of performance being required, and ten additional for the primary care option; and the other piece being, I am just winding this down, the patient-centered care with the addition of some new standards; and last but not least, the performance improvement piece with the addition of standards there to make sure that the patients are involved in the care, that the team is involved, the patients are involved in performance improvement, as is also the team involved in performance improvement.
And so, let me just, I am just going to show the contact information because if anybody would like additional information, you can go to the Joint Commission website, and Lon Berkeley [phonetic], which some of you might be familiar with, who is the contact for the primary care home, and there you go, for Lon Berkeley, the Project Lead for the Primary Care Home Initiative, and Michael Pulsicki [phonetic].  Thank you.  Thanks.  [applause]

DR. BUFORD:  Okay, thank you.  So we have heard from a major national volunteer professional organization focusing on cancer, an accrediting body, and now to a public advocacy organization.  Anthony Wright [phonetic] is Executive Director of Health Access California, and since Health Access California is a statewide health care consumer advocacy coalition working for the goal of quality affordable health care for all, he has led that organization since 2002 in state and national efforts to fight health care budget cuts, advance coverage expansions, and win comprehensive reform.

He has led fights to test first in the nation laws and regulations against hospital overcharging of the uninsured, setting standards for timeliness of care and other key consumer protections, and his organization won a prescription drug discount law despite an $80 million industry campaign against it.  He must have been very effective.  You can usually watch their investment go up as the advocacy improves.

He has worked, he comes to his advocacy role with good combat training working for New Jersey Citizen Action, The Center for Media Education, The Nation Magazine, and in Vice President Gore’s office in the White House.  He was born and raised in The Bronx and is a graduate of Amherst College.  He is going to talk to you, [laughter] I don’t know if that is for Amherst or The Bronx, probably The Bronx, yes, [laughter] California, he is going to talk to us about the California response to national reform, especially the development of the Health Insurance Exchange.  Mr. Wright?
California Response to National Reform – Mr. Anthony Wright
MR. ANTHONY WRIGHT:  Yes, thank you.  [laughter]  Well, again, my name is Anthony Wright.  I am the Executive Director of Health Access California.  As a statewide health advocacy group for health care consumers, we have a board that, a membership of about 100 organizations, a board of 25 that includes organizations representing children, seniors, families, communities of color, so everybody from - - to the California Labor Federation, all working for the goal of quality affordable health care for all.  I see that there are some New Yorkers in the audience.  If there are other folks from California who are in the audience, could you raise your hand?
[off mic]
MR. WRIGHT:  Oh.  Thank you.  Wow, a lot of you.  So thank you as well because I recognize that even though it is 10:00 a.m., it is actually 7:00 a.m. our time, and so, thank you for being up.
DR. BUFORD:  He is like the community organizer; he has already got the whole group organized.  [laughter]

MR. WRIGHT:  The reason, I guess the whole point of my talk is really that whether you are in New York or in California or any of our other wonderful states, to really engage at the state level, that the work and the gains and the advantages that have been won at the federal level, ultimately comes down to what happens at the state level.  And so, whether it is in Albany or Sacramento, or any of the other important state capitols, that is where we need to engage in the next several years in order to make progress moving forward.

So with that, I want to talk a little bit about what California has been doing to actually lead the way in implementing health reform.  I think it is important to recognize where California started, where California desperately needed health reform.  Californians are more likely to be uninsured than most Americans, and we have 7-8 million people who are uninsured, and as a result, live sicker, die younger, and are one emergency away from financial ruin.

Californians are less likely to get coverage from an employer.  They are more likely to be denied, more likely to be in the individual market with no market power, and thus be likely to be denied for preexisting conditions.  We have a high cost of living in California, but actually a workforce that is more, tends to be more low income, and so, more people who need help affording coverage.

And for each of these categories that I just mentioned, the problems, this is actually particularly acute in the Latino community, in our community, that this is, whether it is about lack of insurance, lack of employer based coverage, need for additional systems.  And it is getting worse; there is a budget crisis in each state.  In California, actually just 36 hours ago, the state legislature voted to pass $12 billion of cuts, $6 billion in Health and Human Services specifically, $1.6 billion specifically in MediCal, and they include capping the number of doctor visits that Medicaid patients get - - year.  They include 10% provider rate cuts, eliminations of certain benefits, and cost-sharing that includes for people that are under the poverty level, cost-sharing that includes not only $5 of doctor visits, but $50 for an emergency room and $100 for a hospital night stay.
These are very severe cuts that are going on at the state level.  There is going to be a vote in California about revenues to balance these cuts, not to remove these cut but to prevent us from having to double these cuts in the next couple of months.

So in this backdrop of a very tough, a bad situation that is getting worse, that health reform actually provides at least a light at the end of the tunnel.  Now, that light is some ways away; some people say it is at least 2014.

So what does it do?  And I think it is important to just recognize how big a deal the Affordable Care Act was, is that inasmuch as the advocates like myself and others in this room have probably urged - - probably wanted it to go farther, in three areas, it actually is the biggest thing that Congress has ever done.  It is the biggest effort to Congress has ever done to provide consumer protections against insurance company abuses.  It is a patient’s bill of rights that provides better protections, better security for people who have coverage so their coverage is not yanked away from them, so they have some limit on what their out-of-pocket costs are, so that they are not discriminated based on their preexisting conditions or their gender or whatnot.
Number two is that it is the biggest effort to expand coverage since the creation of Medicaid and Medicare over 45 years ago, and not only to expand coverage to those who don’t have it, but to provide new subsidies and affordability for those who do have it.

And then third, it is the biggest effort that Congress has ever done to try to control the cost of health care, and actually, it is actually the biggest package regardless of what some of its opponents are talking about, it is actually the biggest effort to actually bring down the federal deficit.

There are challenges to it, but again, I just want to make this point again, which is that we hear in the headlines about efforts to repeal, efforts to challenge the law illegally, efforts to fund it, each of those efforts, I don’t want to diminish their significance, but they actually are not the major difficulty for this law.  The repeal effort passed the House is following [phonetic] in the Senate.

The lawsuits, there is one court in Florida who said that they are striking down the law, three other courts have said it is constitutional, and another has struck down only a specific provision and that will probably be held in favor as it goes up in the appeals process.

With regard to the funding, 85% of the law, the money in the law is already out the door.  There is going to be a fight in the budget, but those are not the major challenges.  The major challenge is what happens at the state level, what happens on the ground, and that is why we need your engagement in, to do this work.
So I am going to go through this very quickly about how this would have an impact and what we are trying to do in California.  To give you a context of what we are doing in California, right now in California with 38 million Californians, half of us get coverage through employer based coverage, about a third through public programs, and about 5% as individuals with about seven million uninsured, 75% of the uninsured are in communities of color, 60% Latino.

But it is also important to recognize that this was a population that is 80% working families, and despite what many people think, uninsured does not equal undocumented; less than 20% of the uninsured are actually undocumented.

In each of the three ways that people get coverage, employer-based coverage, public programs, and individual market, the health reform helps improve that coverage.  The improvements for folks who have employer-based coverage are not major changes.  They are basically a little bit more security including subsidies of small businesses to better afford coverage, some encouragement to larger employers then if their worker, to get them to provide the coverage.

On Medicare, we talked about the improvements in Medicare with regard to closing the doughnut hole for prescription drug coverage and providing no cost screenings and preventative care.

What I want to get to is the areas, those are both largely at the federal level, at the state level, one of the biggest changes is in Medicaid, which is the potential expansion of the Medicaid program to everybody under 133% of the federal poverty level with the exclusion of undocumented immigrants.  But even with that exclusion, this is a significant expansion; in California alone, it would be about two to three million Californians who would get coverage as a result of this expansion.  It would be, right now in California, and in frankly most states, the Medicaid covers children, parents, seniors and people with disabilities, but if you are an adult without a child at home, you could be penniless and not qualify for Medicaid.  This fills in that huge hole that currently exists in our safety net, and it is a very big deal.

It would also get rid of some of the burdensome effort, burdensome eligibility requirements, like for example, an AFFA [phonetic] test, which not only is a burdensome barrier to getting into these programs; it is about the, from a paperwork point of view, it is about the equivalent of trying to fill out a mortgage application for a low income person to prove the assets that you don’t have.  But it is also bad public policy because if you are telling people who are poor, you cannot have more than $2000 worth of assets, well, how do you get out of poverty?  Isn’t saving money the way that you get out of poverty?  It is not good public policy.

And so, we are very glad, and so we have bills this year in California to implement a federal law to set in place the expansion as well as change these eligibility requirements.

So with employer based coverage, there is some new carrots and sticks [phonetic] to encourage and stabilize employer-based coverage.  For public programs, there are some additional expansions and streamlining.  The big change in the federal law and the big change that has to happen at the states is in the process by which individuals buy coverage; that is where the radical change is.

And why?  Because it is the least efficient, most expensive way to get coverage right now.  You as an individual have no power when you try to negotiate with a big insurance company; it is just not a fair pay [phonetic].  And so, the idea here is, well, let’s try to provide new consumer protections, first of all, just fundamentally change the way insurers do business as opposed to a world where they compete based on how effectively they can collect premiums from healthy people and avoid sick people, have a world where they actually cannot deny people for preexisting conditions, and that they actually have to, and hopefully, that makes them compete actually on the issues of cost and quality and consumer service.
Then there are these new exchanges, and this is something that California took the lead in last year in passing a bill to set up the first exchange post-reform, and that would have served three big functions.  Number one is it would have applied the portability credits so that people could better afford coverage; number two, it would make the market easier to understand so that people could actually understand what their options are and be able to make apples-to-apples comparisons; and third, that they would be able to use the bargaining power of that exchange, that purchasing pool to get the best possible price, much like large employers do now.
In terms of the subsidies, I want to just spend a second on this because it is actually a big deal, that in addition to the expansion of Medicaid up to 133% of poverty, which is like about $14,000/year, so it is not a lot of money, but 133-400% of the federal poverty level, which is about $88,000, $89,000/year for a family of four.  The idea is that you will not have to pay more than a certain percentage of your income for care.

This is actually a fairly revolutionary idea.  The idea is that right now, the world is you pay based on how sick you are, and we are going to go to a world where you can pay based on what you can afford and based on a sliding scale so that if you are at 150%, then you may be paid 2% of your income, if you are closer to that 400%, maybe it is up to 9.5% of your income, but that there is some cap on how much you are paying in premium, and that the difference between that percentage and the premium, you will get subsidized for, and so, as a sliding scale.  And so, that means especially at the lower end of the income, this is a subsidy worth thousands of dollars to low income families to either be able to get coverage or to afford the coverage they already have because there are lots of people who are actually spending well in excess of 2% or 5% or 10% of their income for coverage.  This will help them.
But I think the other important part of the exchange, and that is what we were able to get in California, is that it is this exchange that really does negotiate on behalf of the people that - - .  And why this is so revolutionary, there is the projection that in California, this exchange will be three to four million people.

To put some context on that, the second largest purchaser of health benefits after the federal government is CalPERS, which is also in California; it is the Public Employee Retirement System.  The CalPERS is one million, so this is an order of magnitude bigger than the second largest purchaser in the United States.  And so, it will be able to negotiate for better deals.  It also hopefully will be sort of the Human Resources department, and it hopefully won’t be just the one time where you buy, and you go and buy coverage at one time; it hopefully will be like the HR department for the rest of us, for those of us who don’t work for Google.  [laughter]  And I think that that is a real benefit.

And then, I think another important fact is that we were able to win the strong language access requirements, not only for the exchange but for the plans to operate in the exchange because of the demographics of it.  In California, and I actually suspect in a lot of other states, in California, two-thirds of the exchange will be people of color; it will be 50% Latino.  And so, I actually say that we should not call it the exchange; we should call it El Mercabo [phonetic] [laughter] because that is who is going to be in it.

And so, it is not your grandfather’s individual insurance market anymore.  It is low and moderate income families of color.  It is the parents of the children on SGEN [phonetic].  And so, this is what we have to think about: is this an extension of the private insurance market or is this a big brother to the Medicaid program?  At some level, it has to be both, and it has to be the place where people can get coverage, it has to be successful for the middle class, it has to be successful for low income communities and that is the struggle that we have to fix.

And we are trying to figure this out.  In California, we have five board members.  Unfortunately, none of the four of the five that have been appointed so far are not, none of them are people of color yet, so we will see in terms of to start with.  But there is a lot of work to do, and one of the reasons with CalPoint [phonetic], it did not go forward because we were sort of crazy Californians - - doing stuff.  We actually have a lot of work to do between now and 2014.  We have to hire staff, we have to set up information technology systems, we have to have contracts with insurers, we have to set up a whole infrastructure of how to make it a much better system for people to get care and coverage.

So again, in each of the three ways that people get coverage, this employer-based coverage, public programs, or buying it as an individual through individual [phonetic] exchange, this provides new hope on affordability, on basic benefits, on consumer protections, and on having sort of the power of both purchasing, group purchasing moving forward.  That is what the Affordable Care Act does, and as a result, we would reduce the uninsured by about two-thirds with about half of the newly insured coming through the Medicaid program, about half of it flowing through the exchange, but then a lot of other people also participating in the exchange as well.
Some people won’t sign up, including there is projected that there will still be a sizable uninsured population, and that is why we need a safety net to continue, and not just to survive but to thrive.  And we need the safety net of community clinics and public hospitals and other entities not just because we need to take care of the population that is left, that would include undocumented, but also include a lot of other folks who are just not signed up for one reason or another, but also because frankly, we need the capacity.  We have a lot more people who are going to be covered, and so, this is like a huge opportunity for safety net providers from the point of view that community clinics are getting a whole bunch of funds through the Affordable Care Act; other institutions are as well.  All these uninsured, previously uninsured people are now going to be insured and be paying customers, so that is a huge opportunity, but it is also a challenge because those people could possibly walk with their feet to other providers.

But the flipside is we actually need that capacity because we need that capacity in order to take care of all the people we need to take care of.  And so, we need to figure out how to also adapt to the new population, not because they are new, they still existed before as I tell folks who get too worried about this, at the end of the day, it is not like the folks that were in our communities before, and in many cases, still are getting care in various ways, but the point is how do we provide more efficacy, more direct care to these populations, and also, how do we meet their needs?
In San Francisco, San Francisco actually had a universal health care program in 2006, and one of the things that they found is that once they started having all these new people, they actually had to change their health care system to adapt to the new population.  They started their program enrolling in Chinatown and the Mission District; if you know San Francisco, you know what that brings.  And so, they actually had to ramp up their language access capacity, ramp up their video medical interpretation work, so some of which my organization helped do, because that is who they were serving.  And so, they needed to be able to address those needs in terms of cultural competency and language access.
Let me zip through something here because I want to get to some of the things we are planning for this year.  So at the state level, the work continues and it is both federal but state, and it is also legislative and regulatory.  And again, the success of health reform depends on the states, and so, in a state like California, we are responsible, because we are one-seventh of the nation and the uninsured, we are responsible for one-seventh of the success of health reform, and so with every other state in their own regard.
So I mentioned we have created an exchange.  We also last year also passed a couple of other bills to start to implement the consumer protections in the insurance market at the state level.  So things like making sure that children do not get denied for preexisting conditions, insurers said, well, if we are going to have to cover sick children, then maybe we should not cover any children.  And so, they started with not selling child-only policies.

And so, it took the work of a state to say, well, if you don’t sell to children, then you won’t be allowed to sell to adults, either, and for five years.  And lo and behold, on January 1 when the bill went into effect, all the insurers came back into the market.

But what we also did in California is we said, not only are we not going to allow children to be denied for preexisting conditions, but we won’t be allowed for them to be charged twice, more than twice with any other child who is charged, so to not only provide access but to provide affordability for this population.  We also provided a greater rate review so that children, so that we had a better sense of what insurers were doing with regard to their premiums.

We have a Medicaid waiver that we also have been moving forward, and this is an opportunity that maybe some states can take advantage of, maybe not California.  I know lots of states are in fiscal situations, but we actually got a waiver that allowed, since we had no money at the state level, we said, well, there is this opportunity in the - - Act to actually expand coverage early, before 2014, with a federal match, but we have not money at the state level.

And so, what we asked of the federal government is to allow counties to put up its money that has already provided indigent care and to get the federal match for that to provide, to do early expansions of Medicaid before 2014.  And right now, every county in California has taken advantage of that because it is basically an opportunity for them to bring in more federal dollars to their counties.
So what is our, for this year, we have, we are going to continue to work on efforts to try to adapt those consumer protections at the state level with regard to rate regulation, with regard to money that goes to making sure that our premium dollars go to patient care rather than administration and process - - benefits like maternity coverage that we know are going to be essential benefits in 2014, those kinds of work.
And then finally, the thing that I would just say is we also are going to kind of set up those systems with eligibility enrollment so that people get the coverage that they need, and we want to have a goal that, A, that there is no wrong door that people can get into that wherever people go to apply, whether it is MediCal, the exchange, healthy family - - , whatever, that they get to the right place, that they should not be any, that the people don’t know the different programs and the different systems, but they should be able to go to one place and then get directed to where they need to go and make it very easy.

Number two is we want to set a goal that on day one, January 1, 2014, we don’t start out with 10,000 or 100,000, but we want to start out with a million or two million of Californians in the program on day one.  And what do we need to do that?  We need to get people noticed in 2012 and start enrolling people in 2013 so that we start out off the bat.  For every day we don’t enroll people in the program on January 1, 2014, we are losing federal dollars and losing the opportunity for people to be covered.

So last slide, what can doctors do, and specifically from our community to advance, one is just to educate the community about the new law, their new rights, their new options, their new benefits.  People like the law if they know about it; the problem is they don’t know about it.

Number two is to maximize federal dollars that are in our community.  There are grant opportunities for specific programs like prevention, but it is matching dollars for Medicaid and SCHIP [phonetic] that we should take advantage of: see what we can do to get as much of our community covered on day one; work to make sure that our safety net can survive and thrive; make sure that they have a business plan to compete in the new world; get the whole system ready to work in terms of workforce development and capacity; and be part of the solution with regard to cost, quality, prevention, and equity with regards to some of the delivery systems that my co-panelists have already talked about.
But frankly, this is the best of times and the worst of times.  There is the very tough budget crisis, there is the things that are going on, but there is these amazing opportunities if we take advantage of them, and we can do so at the state level.  Thank you very much.  [applause]

DR. BUFORD:  Thank you.  And now the last presenter on this panel is Dr. Susan Leggett Johnson [phonetic], and she is representing probably what is one of the poster children of the vision of the future health system, Kaiser Permanente Medical Group.  She is a practicing physician and currently serves as the Associate Medical Director of Human Resources, Chief Compliance Officer, and Executive Diversity Leader for the Mid-Atlantic Permanente Medical Group.  She has been with that system for 17 years and has deep experience in creating and leading comprehensive compliance and health care diversity initiatives.

She employs a unique combination of business leadership, program development skills, and commitment to workforce equality in order to build, measure, and sustain organizational effectiveness.  She comes by that combination through her medical degree at Louisiana State University Medical School in New Orleans, her residency in internal medicine at Howard University, and she received her MBA from Loyola - - School of Business.  So she will now talk to us about how Major Medical Group is preparing for its role as an accountable care organization.  [applause]
Major Medical Group – Dr. Susan Leggett Johnson
DR. SUSAN LEGGETT JOHNSON:  Thank you, thank you.  Good morning.  We have heard a lot today so far, and for the sake of time, I will try not to be redundant and cover some of the areas that maybe you have not yet heard.

What we have heard is that this is one of the biggest changes in health care since 1965 with the establishment of Medicare.  And Kaiser Permanente will be impacted by health care reform.  We have 8.6 million members, and we will have to look at how we do things currently and how we can do things differently.  And we will talk a little bit about what some of those things are.
We have also heard that there are 32 million Americans who are uninsured who will come into the possibility of access to care.  Some feel that at least 20 million will get care pretty immediately, but the others will be encouraged and might have to undergo some of the - - that will be put on people who choose not to accept care.  So there is a lot of work going on around that.
But we are working very hard to make sure that we become prepared as an organization to be able to take on some of those patients who will come through exchanges, for example.

Health care reform was created to achieve eight goals.  I listed those goals there.  You have already heard what some of them are.  It is talking about cost, it is talking about protecting family finances, it is guaranteeing choice, prevention and wellness is very important, quality and patient safety, affordable care for all Americans, maintaining coverage after loss of a job, and ending the preexisting medical conditions as a barrier to care.  And we know we have heard many people say that they cannot get insurance, especially under the individual plan that you have heard; it is one of the most difficult ways to obtain insurance coverage because of preexisting conditions.
So just to talk a little bit about who we are, Kaiser Permanente is serving nine states and the District of Columbia.  And on the map, you would see that there in color, except Hawaii is included at the bottom not color.  We have 8.6 million members, many of them in California, but we are also located, as I said, in the District of Columbia, Maryland, Northern Virginia.

We have over 15,000 physicians.  We have over 167,000 employees, 35 hospitals, and 400 and I think it says, hmm, I can’t see that, 31, 431 medical centers.  Since they are all over the country, I don’t know the exact number.  And we consider ourselves an integrated health care delivery system.

Our mission: to enhance the quality care for every member and to improve the health of our communities.  Our vision: quality you can trust, caring with a personal touch, convenient and easy service, and affordability.  And I can tell you when I heard those words 17 years ago when I became a physician at Kaiser Permanente here in Mid-Atlantic, they were just words; 17 years later, they are more than words because they really talk about who we are as an organization.

And our promise: to deliver high quality customized health care in a personal and affordable way.  Has the journey over the past six years been easy?  No, it hasn’t.  Do we still have a journey ahead of us especially in the face of health care reform?  Yes, we do.  But I do think that our journey has positioned us in a way that many of the things I have heard people talk about today are things that we are currently embarking on, currently doing, and our model is currently adapted for.

Health care reform: you have heard many names for health care reform, one of them Obama Care.  I tend to call it - - but that is easier than saying each word.  But the three areas you have already heard about, coverage and insurance market reform, delivery of care reform, some people feel that the delivery of care reform did not get a lot into this 2400 pages of health care reform, that it was more about coverage, insurance, and finances.  And that may be true, but there are a lot of things that did get through.

Again, for the sake of time, we won’t talk about many of those, but you can see the timelines on the next two slides, so that you can see what some of those things are.  Again, you have heard some of them: coverage for adult dependence to age 26, coverage for preventive services with zero cost sharing.

Medical loss ratio: that is something that you have not heard yet, and we are talking about the percentage of enrollees’ premiums that health plans spend on medical care versus administration and profits.  That is something that health plans will have to show, they will have to measure, and they could be penalized for if they don’t meet an 80 if you are a small plan, 85 for a large plan, kind of coverage for groups rather.
Guaranteed loss is something that also you have not heard about much, but there is a lot into the health care reform bill, and if you have not taken the time to look at what some of those things are, how they might impact you in your office or in your group setting or in your hospital or in your multigroup specialty practice, you want to spend a minute to do that.
Another page of health care reform timeline issues: I am not sure if you could actually read those, but I think it is pretty significant.

The least popular of all are the financing strategies: Medicare payment cuts.  I am sure that is what you are hearing about the most.  Other finances are being impacted with taxes on insurers, taxes on high cost - - health plans, there are pharmaceutical company taxes and medical device manufacturers, increasing payroll and other taxes.  So there are many financial issues in the health care reform that some organizations and companies are not in favor of, but we have to pay for this somehow.
So the Kaiser Permanente model: we are an integrated health care model coordinated by teams.  And when I was listening to the description of the primary care medical home, it sounded like what we have been doing for a very long time.  I would include in the description that you have heard already today electronic medical record, secure messaging to the doctor from the patient, from the doctor to the patient, between doctors, between primary care specialists, between the doctor and the pharmacist, into the model that you have already heard.

I would also include support for member education activities, diabetes education, smoking cessation, all of the other aspects that help to drive the message that the primary care physician is telling the patient or working with the patient or creating in a collegial plan of patient care with the patient so that they could be successful.  So it is not just a doctor-patient visit in the room at that time; it really is about all of the support that goes around making what has been developed as a plan successful for that patient because you probably realize that a lot of what happens has to be driven by the patient.  If you are going to lose weight, if you are going to take your medication on time, the patient has a huge impact on being successful with that.

Opportunities and challenge for Kaiser through the health care reform changes: our model, again, I would say that our model is positioned to fit many of the opportunities that the health care bill will bring forward to other organizations as well.  But there are some challenges as well.  Competition with accountable peer organizations: so hospitals, physician groups, and other organizations will be coming together to form accountable care organizations so that they could provide affordable efficient high quality care.  Hmm, that kind of sounds like our model, but I would say that is going to bring competition to the game.

You have also heard about how the exchanges will work, who is going to help educate patients on where they should get care, all of that is going to play into what patients will decide, what they are expecting, what they are actually getting, and at the end of the day, how it all works out.
It will impact the way we do care as well.  We have a traditional Kaiser Permanente model.  Some of the changes in the health care reform will put emphasis on self-funded care for employer groups.  That is a little different than what we are used to.  We are in the self-funded arena but not in a large way, not in a big way, and we might have to look at that differently.  Of course, the emphasis on prevention and cost efficiencies are consistent with what we already do.

Medicaid: not all of our regions are in Medicaid.  MediCal is one of the big, I would say, California regions are very involved with the Medicare program.  Mid-Atlantic is not yet involved with Medicaid, so that will be new for some of the regions.  We have to learn how to do that well.  The good thing about that is that we share best practices across regions; from state to state, we have content expert knowledge, expertise within the organization, and we can do that, but that will be a change for some of the regions.

Access: we provide the SCHIP program.  We will continue to do that, possibly extent that.  Some of the tax exemptions will help us; some of the tax exemptions will not help us.

And diversity: I think when we talk about diversity, we have been doing a lot of work in that area already.  I think this is shedding the light when you look at who are going to be in those exchanges; who will be coming to you as a member; what will their needs be?  We will have to look at it even more robust, but I think we have been doing a lot around that area.  We just won the number one award from Diversity Inc. out of 500 and I think it was 32 organizations, Kaiser Permanente was number one.  We are very proud of that.
What did it mean?  It means that we take diversity very seriously within the ranks of leadership within the medical group, within the ranks of management within the health plan, diversity is important within the workforce.  Within the physician workforce, we look very hard to try to find physicians that can take care of our membership in the most culturally competent way.

Now, you can’t always match one and one; that is just not possible.  So we try to train our physicians to be more culturally sensitive and to be aware of some of the things that they should know, bring into the exam room with them when they are seeing patients.  So we spend a lot of time, a lot of money, and a lot of effort on that because it is important and we recognize just how important it is.  We will continue to do that.  There is a lot of work to do in that area.

We are collecting race, ethnicity language data.  It is difficult sometimes explaining to patients why we are collecting that, and they could provide it or not; it is optional.  But we look at population management: how many of our diabetics are managed?  And are there some other culturally sensitive ways we can help to manage that diabetic population?  So you can’t give an African-American a diet that is from El Salvador; that is not going to work.  You can’t give a European diet to someone from Mexico; it is not going to be as successful.  So you really have to look at your members and what their needs are, and build that into your model, as well as interpreters being available, video interpretation, and again, recruiting, recruiting physicians who are similar to your population so they can provide that care.
Very important, primary care infrastructure: I won’t mention anything else about that because we have talked about the primary care home model, and how we are currently situated, and I think it sounds like somebody is copying, but I won’t say that.

Electronic medical record is very, very important; meaningful use is something that is important in this new health care reform time.  Exchanges, we have talked about.

This is one important message that I want to leave you with when you think about exchanges: you will have a patient who may have a job, it is in the commercial product, lose their job, might go into Medicare, Medicaid, or they might go into an exchange, not Medicare unless they are over 65.  So they may be coming in and out of an exchange, Medicaid, commercial product, and you need to have continuum of that care; you don’t want them jumping from doctor to doctor because they are moving and their coverage is different than what it was six months ago or a year ago.  So we have to figure out how to manage that flow of patients from one coverage area to another.

And the patients will look different.  You have heard about the kinds of patients that will be in the exchange in California.  I think that is going to be similar to many states.  So you might have someone who is a single mom unemployed in the Medicaid program, you might have someone who is a single Mom working in the exchange with a subsidy because of their income, or you might have someone who was making $150,000/year and lost their job.  Where would they fit?  And how will they get their care, and will they have to change doctors?
So we will look at all of that.  We don’t want them to; we want them to be, but continue to get the care that they have been getting through the way that they have been getting it.

So we support access to care, preventive care, culturally competent care which I have mentioned, cost efficiencies, electronic medical record is very important to us, quality care, evidence-based medicine, integrated care, affordability, and technology, and we do feel that our model supports many of the health care reform goals, and we want to continue to build on that.

But as a country, we have got to do more.  It is not enough; we have got to do more.  And we have all got to put our heads together; we just have to do that in order to come up with the best solution moving forward.
So thank you for this time, and just go to our website, look up a little bit more about KP, Kaiser Permanente and the reform at KP.org/reform, and feel free to reach out to us at any time if you want to learn more about what we are challenged with during this health care reform change.  [applause]

Q&A – Dr. Jo Buford

DR. BUFORD:  Thank you all, terrific presentations.  And we are being recorded, so I invite those of you who are interested in asking questions to please come to the mic.  Please let us, give us your name and the organization you are with, if you are with one, and about your question.  Yes, - - ?
FEMALE VOICE:  Yes, my name is Dr. Shirley Aguilera [phonetic].  I am a family doctor in California.  So thank you for your excellent talk, all of you.  But this question is for Anthony: thanks for your talk on the state of affairs in California.  I thought you would be a perfect person to ask this question: I am a huge fan and supporter of the Affordable Care Act, but all my colleagues are not [laughter] and - - .

So I get this question all the time, and I don’t know what the answer is, so maybe you can help me, but, well, if most family doctors are not taking MediCal now because the reimbursement rates are so low, and everyone is going to get MediCal, who is going to see all those patients?  So is something being done everywhere but especially California so that the reimbursement rates can be made so that more providers will accept MediCal?
MR. WRIGHT:  That is a very good question.  So there are a couple things just to that, which is how do you do with the fact that there are going to be new folks on Medicaid in a system that is beleaguered?  So right now, even with California’s very low Medicaid rates, and for folks who may not know, Medicaid, California has actually one of the worst Medicaid reimbursement rates in the nation; I think we are like 47th, 48th.  There was a time where we were 51st.  [laughter]  No, seriously, I mean, because you count D.C., as some of us like to.  But even there, 57% of doctors take new Medicaid; that means that there is close to half that don’t, but it still means that some do.

But that is not a good answer.  The answer is that first, number one, the Affordable Care Act actually does include an increase in provider rates for primary care in 2013 and 2014.  So it actually is very much recognizing that especially in the primary care side, there needs to be an upgrade.  And actually, it is a fully federally funded increase, so actually, for a state like California, which has it very low, it actually would go up to Medicare rates, which is actually a pretty big jump.  So that is number one.

Number two is that there are grant funds in the Affordable Care Act to encourage workforce, encourage training with doctors and nurses especially in primary care, because there is a recognition that we are going to need to increase our capacity especially in those areas.
And then the third answer is that, I referred to it very briefly in my presentation, which is it is not like these, the people who are newly insured did not exist in our communities.  They still existed; in many cases, they still got care.  They got care through the safety net; they got care through other mechanisms.  In fact, what they did was they got care in less efficient ways because maybe they were in the emergency room; maybe they were in other settings.

And so, the question is how do we transform our system because it is not like there is a whole bunch of new people, just that some of them are newly insured, how do we transform our system so that we can better and more efficiently manage them now that they are in a system rather than just showing up periodically and at the worst possible time?

And so, it is those three things, it is a combination of yes, we need to increase rates; B, yes, we need more doctors and nurses and other professionals; and three, we also need to use the safety net we have and transform the systems we do have to better take care of the population that we have.

DR. BUFORD:  I am going to ask Dr. Partridge to take a shot at that question, too, not in California, obviously, but from what you, you are living in a region of the country that is significantly not liking government reforms in general, and feel very strongly about the state’s authority.  Could you talk a little bit about how you manage that because you used the term alleged [laughter] I think a couple of times, which led me to believe that you are talking to tough audiences in your presentation.
DR. PARTRIDGE:  I am not sure I can really answer as clearly as Mark [phonetic] has because he is deeply involved in it.  We have, now, I do come from a section of the country that is incredibly poor in terms of the rest of the country, and we struggle.  We struggle, and I am not sure that we have the answer, and it basically has to do with finances.  And so, I don’t have the answer to that, and I am not personally deeply involved in that part at the state level.  So—
DR. BUFORD:  Yes.

DR. PARTRIDGE:  —I can’t be as articulate as Mark is with that issue.

DR. BUFORD:  Okay.  And maybe then, Mark could take a look at the realities in some of the settings.  That is a really important issue, very important.  Having grown up there, I am very sympathetic to the issues, and I think the public sector does provide by far the greatest amount of primary care certainly in the Southern region than it does in anyplace else in the country.  So I think it is a real area that we need to be problem-solving on it.  Let’s try the other mic even though you were there first.  You ready over here?
FEMALE VOICE:  Yes, I am Dr. Jessina [phonetic].  I am from Georgia.  And I do work for Kaiser in Georgia.  [laughter]  Hi.  One of the questions I have, the government of Georgia has mentioned that they were not going to take federal funds for the issues that you just mentioned.  Will there be any penalties and provisions in the law, the penalties because our budget is as bad as everybody else’s, so—
DR. BUFORD:  Yes, yes, absolutely.  [laughter]  That is a good question following on our comment, Dr. - - do you want to take that on first, and then—

DR. PARTRIDGE:  That is, the Southern states are amazing [laughter] without any question.  And you know, there is a lot of rhetoric that comes from the Governors, but the real truth is for every dollar that Alabama sends to the federal government, we get a $1.80 back, so we actually benefit.
DR. BUFORD:  The return on investment?

DR. PARTRIDGE:  Right.  [laughter]  We actually benefit, but you won’t hear the Governor saying that.  The federal government is the enemy.

MR. WRIGHT:  I mean, I think to be quick here [phonetic], I would just simply say that there are a lot of, for those of you in red states, I heard this question in the previous discussion as well, what do you do in a state that is, I mean, even Governors who are being very vocal against the Affordable Care Act because that is what they need to do politically, many of them are still taking advantages of at least pieces of the reform.  They are drawing down this grant program for rate review, or many of them are planning to set up their own exchange because frankly, if the state does not set up an exchange, the federal government will do it for them.

And so, it is an interesting dynamic because one thing, they don’t want to get involved in any of this health care stuff because it has now become politically inappropriate unfortunately for one party, but at the same time, the last thing they want is a federal government takeover.  And so, many of them are being forced to do something about exchanges.
Now, my fear is that they are doing exchanges that may be bad.  So for example, one of the ideas that people are doing is, I mentioned that the exchange that we have in California is going to actively negotiate on behalf of the people, really use that negotiating power.  That is something that we think is a really positive thing, but some folks want to do something where it is just more like a yellow pages where like anybody, any insurer who wants can come in and sell whatever they want.  Some people call it the free market; some people call it a flea market.  [laughter]  But it is a different approach.  And so, we will see a lot of different variations in what the states do.
DR. BUFORD:  Yes, ma’am?

FEMALE VOICE:  First of all, I wanted to thank all of you for the candor that you are expressing in your presentations.  It is very welcome.  My name is Beatrice Mallory [phonetic] and I am the Director of Multicultural Marketing for Johnson & Johnson North America Pharmaceuticals, and I have a very specific question for Dr. Flores.  Both the, well, many organizations including the Institute of Medicine and the NCQA and the State of California, are beginning to mandate that collection of race, ethnicity, and language - - stayed as Kaiser is currently doing.  I am wondering whether in your PCMH accreditation elements, the 54 of them—
DR. FLORES:  Uh-huh.

FEMALE VOICE:  —whether or not there is going to be any sort of accreditation credits for physicians, providers of all sizes, to begin collecting that data.  And actually, isn’t that complicated to do?  And there are some great tools that the Alliance for Health Care Quality has issued, including posters explaining to patients why we collect the data, multilingual patients, posters, et cetera.  But I am just wondering whether it is going to be part of the accreditation process [phonetic].

DR. FLORES:  Well, right now with the proposed elements of performance, there really is not anything that is in there that specifically speaks to that.  There are some elements with the patient education, the patient participation piece talking about more of the cultural elements and the language and the literacy as it pertains to the patients’ involvement in their care.
There is a component of - - Bureau of Primary Health Care does have a whole bunch of organizations that are accredited through the Ambulatory Accreditation, and so, really when the accreditation comes around and the visit comes around, the Joint Commission, what is not on the elements of performance, what the Joint Commission looks for is compliance with things that other entities might have imposed on an organization.

So if there are particular entities, it might be like funding entities or regulatory bodies, or somebody that is asking for collection of particular elements that are mandated, that is something that is looked for at accreditation because of the fact that one of the things that we are looking for is to see that people are complying with the different regulations that they need.

But in terms of the elements of performance as they exist with the draft standards right now, I don’t believe that there is anything that specifically speaks to that.
FEMALE VOICE:  Is there an opportunity to change that—
DR. FLORES:  Yes, right now—
FEMALE VOICE:  —since it is still in a draft form?

DR. FLORES:  —there are draft forms, and right now, it is with the pilots and then additional revisions based on what is going on with the actual pilots, the experience of the accreditation.  I don’t know, sorry, I don’t know when the comments section, I can definitely get back to you on that—
FEMALE VOICE:  Okay.

DR. FLORES:  —as to when the comments section might have closed or - - —

DR. BUFORD:  I think—

DR. FLORES:  —already, yes.

DR. BUFORD:  —I may be misremembering this, but I think there is an element in the reform that requires us to begin to collect race, ethnicity data.  It may be that the secretary shall develop a system, and it may come out in the discussion we had yesterday.  But I think that the vacuum there in terms of the issue of disparities has been recognized.  I think there is a segment in the reform.

Okay, let me ask a question, I will take the prerogative, and then we will wrap up.  Each of you in your own way, because you represent very different organizations, have really talked about how you are trying to engage with the reform, and I thought I would ask you what is the biggest challenge you are facing in your own organization in understanding and making the changes needed to really connect to the Hispanic Latino community and/or to take on the Hispanic Latino agenda to improve health in that community, some of the biggest challenges in your own organization?

And again, I think we are fortunate in having people who are speaking very frankly about the challenge they are facing because this is all something we are all inventing as we go along, so I want to ask each of you to kind of think about it from your own perspective, your own organization perspective.  Do you want to start, Dr. Flores?  You were leaning forward first.
DR. FLORES:  I was not quite sure who - - .

DR. BUFORD:  Yes.

DR. FLORES:  Well, I actually have two organizations, so I am not sure which one you are referring to, but—

DR. BUFORD:  Whichever one you want to talk about.

DR. FLORES:  —okay.  [laughter]

DR. BUFORD:  Let us know which one it is.

DR. FLORES:  With the Drug Commission, I don’t know, and this is speaking as a surveyor, that there are any particular challenges that we see as we conduct the actual surveys because there really is a goal in trying to ensure that the care that is provided for all patients throughout the surveys, that the care, it is safe and that the quality is met, and there is a certain standard that is met.

I think the challenge is more for the organizations that we are serving because there are challenges where they have the underserved populations, they have issues with patients who are, that either have language barriers, educational barriers, literacy barriers, and a lot of times, those kind of things do come up on survey where they have had some difficulty in trying to either recruit providers that can provide the care in a culturally competent way, or they are small organizations having the ability to train a lot of the providers to a certain level when they have so many other competing requirements and other goals that they try to meet.

Speaking as somebody working in a primary care, I mean, in a Bureau of Primary Care clinic, a lot of the challenge has to do with the lack of information on the patient side, and that is also what some of the organizations that I have surveyed say, that there is a certain level of a lack of information from the patients.

And one of the things with the primary care home, and I think anybody here who is in primary care, there are goals that they try to meet anyway when they are providing care because you do try to prevent, you have the cost concerns from the patient, you are trying to avoid the redundancy in having people have additional testing done, and trying to avoid them going to the emergency room and getting piecemeal care, and a lot of it is being able to educate the patient, which takes a lot longer.  Trying to get somebody not to show up in the hospital with repeat bouts of congestive heart failure, let’s say, is going to take some time to educate them to look out for what it is that they need to do.
DR. BUFORD:  Okay.  Thank you very much.  Dr. Leggett Johnson, do you want to take this one?
DR. LEGGETT JOHNSON:  Yes, I would repeat some of what I heard: lack of patient information, educating the patients, being able to reach them by phone because many of the patients will work and not want to take off to come in during the day, or is not as accessible by phone, so being able to connect with the patient, get them in the office when you want them to.  Also, what we find is that a lot of the patients appear to have stress-related illnesses, so a lot of digestive complaints, musculoskeletal complaints, partly also because of the type of work that they may be performing, and can’t take the time to go to physical therapy—
DR. BUFORD:  Uh-huh.

DR. LEGGETT JOHNSON:  —and can’t take the time to learn to meditate and take some yoga classes and change the diet.  So it seems straightforward, this would be important, but when your life is very busy—

DR. BUFORD:  Uh-huh.

DR. LEGGETT JOHNSON:  —it is not so easy to do.  We have Latino centers of excellence throughout our organization that have been a model very helpful to manage the Latino population, but we don’t have enough staff and enough physicians to have enough of those up and running, so to speak, so we use culturally competent care techniques and interpreters and a language line.  But as a provider, if I am seeing the patient and I use a language line, the visit goes well, when I hand you material, it may not be in Spanish.
DR. BUFORD:  Okay.

DR. LEGGETT JOHNSON:  So that is a challenge for us as well.

DR. BUFORD:  Thank you.

DR. LEGGETT JOHNSON:  We have a lot in Spanish but we need more.

DR. BUFORD:  Dr. Partridge?  From a nonprovider organization.

DR. PARTRIDGE:  Yes, I think that the biggest thing that we are doing right now is not Hispanic-specific but it is that we are undergoing a major transformation in the organization, an 18-24 month process that will better position us to save the thousand lives that are potentially savable by what we already know if we just delivered it.  So I said we would save 350; well, the 650 that are still dying unnecessarily every day, that population largely comes from the Hispanic, African-American - - White population who does not, either does not understand what they can do to be healthier, don’t have access to it and don’t have access to the highest quality care once they get cancer.  So if we can truly begin to impact another 650 lives, then obviously that is going to have a major impact in the Hispanic community.
DR. BUFORD:  Anthony?

MR. WRIGHT:  So I mean, the passage of the health reform was big for my organization because health reform was like the mission of my organization.  It was to win that.  It is interesting because the goal of health care reform and universal health care was something that was actually something that has been generally one of these vaguer and broadly popular concepts, and now it is a very different environment, right, because we passed the law but it became a very polarized event.

And actually, there was some polling done by the California Endowment that suggested, and I think this was confirmed by other national polling as well, which is people don’t know anything about the law, number one, and what they do know about it is they know it through a political lens.

So you are entire belief about what you think about the law is basically what team you are on.  If you are on the red team, you are supposed to not like it; if you are on the blue team, you are supposed to like it.  One of the different, and then, if you are in the middle either because you are, because that is not how you identify yourself, or because you are not engaged in the political process, which are two different things, but then, you don’t know what to think because you don’t have your signifier, you don’t have any signifiers to do it.
And so, that is a particular challenge but also an opportunity for those of us who wanted to make sure that people take the advantage because when you do the polling, you do polling and you say like, so what do you think, and you do it through populations.  There are populations that, so people who identify themselves as Republican, then tend to dislike it, tend to dislike - - but there is a lot of people who should be direct beneficiaries of the law like low income who will get subsidies, like Latinos.

I mean, people who in the California survey, people with preexisting conditions who identify themselves as having a preexisting condition, there was 60% in support of the law.  Now, that is great; that is the majority.  But what the hell are the other 40% thinking?  [laughter]  I mean, like, and so, what the Endowment did is actually invested in resources, especially in the Spanish language media last year, to really focus and actually made a change, maybe like a 10% change to encourage, so people found out about the law and changed I think, got people to embrace it.

And the key thing is that people just need to be educated about what the law has been.  If they get away from the political rhetoric and just focus on what is the benefits and the consumer protections and the new options, that is there.

And so, I think that is the piece of it is that we are longer in the political realm.  We are now in the practical realm, which is - - state level, which is at the state level, it should not be a political debate; it is about how can we maximize dollars, how can we get benefits into our community, and the more that we focus on that, that is a key thing, and that is a message to bring to your states, whether you are in a red state or a blue state.

If you want more information about what is going on in California, we do have handouts and you can sign up for what is going on in California with me.  But I think that that is I think the big thing is that if you could just be ambassadors in the community just to educate people about the specifics, aside from the politics, that will make the politics and the efforts not just to implement but to improve go much better.
DR. BUFORD:  Great.  I think that that is a great way to end this particular panel, which is really on the sort of private sector partnerships that government needs to make the reform work.  We heard about the government investment and really reaching out yesterday in the plenary session.  So obviously, as Anthony said, I think if we can move down below the politics, that is where these kinds of organizations come into the arena and clearly where NHMA has a very unique role to play.  So please join me in thanking the panelists for terrific presentations and discussion.  [applause]
[off mic]

[music]
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