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Congressman Conyers and all the host Congressmen and attendees participating in this briefing.  It is an honor to join you today to discuss the Medicare Part D program and its impact on the Hispanic community.

I am representing the National Hispanic Medical Association, a non-profit organization representing licensed Hispanic physicians in the U.S.  The NHMA mission is to improve the health of Hispanics and other underserved.  We believe that the Medicare Part D program represents a major step forward in expanding Medicare and in improving quality of life for American elderly and other eligible beneficiaries.
We are here today to discuss the continued concerns from NHMA that need to be addressed to increase access to prescription drugs for Hispanic beneficiaries. 

Medicare represents 43 million Americans who need help in moving to the new Part D Drug Plan by May 15, 2006 -  84 percent White, Black 7, Hispanic 6, and all others 3.

Among the disabled, 11 percent are Hispanic.

What is key for Hispanics is first, they are a group with low rates of enrollment in Medicare compared to blacks and whites. They have the greatest proportion of lack of insurance in America and, thus, as a group, have major challenges for the system to include them in any health care service.
Some of the challenges that we must address for Hispanics include low educational attainment and low literacy rates; less ability to follow drug label instructions; the strong Spanish language use; the importance of culture and health beliefs; the lack of trust of the system and the lack of awareness of the public health programs and healthcare services in general; the critical lack of Hispanic physicians and healthcare providers; and the importance of Latino community-based services for information.
In terms of access to needed medical care, enrollment in Medicare and now Part D, is key for disabled Latinos and, especially, for the elderly Latinos with multiple chronic diseases – diabetes, heart failure, ESRD, cancer, glaucoma, parkinson’s disease, alzheimer’s disease, etc. 

Hispanics also represent the largest immigrant group in the U.S.  One in nine U.S. residents is foreign born, one in seven workers is foreign born, as is one in four low-wage workers.  

The Urban Institute recently released an eight year study on “Assessing the New Federalism: Eight Years Later” and studied immigrants vs. non-immigrants. It found that immigrant families participate at a substantially lower level than their native counterparts in such benefit programs as TANF, food stamps, and housing assistance. After welfare reform, benefit use declined not only among legal immigrants whose eligibility was restricted by the law but also among refugees, citizen children, and other populations whose eligibility was not restricted.  This year, immigration debates in Congress need to include health care.
The MMA Law has major challenges – a major one being the transition of  the 6.1 million Dual Eligibles, with a third being Hispanic and 62% of those are under 150% of Federal poverty level, relying only on social security.  Despite planning for the past year of CMS and the States, we now know about several glitches that have occurred with the transition of Dual Eligibles to Medicare drug plans – some due to technology and staff errors and some due to the inadequate customer service and some due to the challenges of Hispanics and health care.
Literature shows the impact of Medicare and Medicaid drug prescriptions with minorities 

1. Medicaid Managed Care and Racial Disparities in AIDS Treatment, Health Care Financing Review, 2004, showed Blacks still face barriers in access to care, even after Medicaid assured financial access –under both FFS and managed care.

2. Racial and Ethnic Disparities in Prescription Coverage and Medication Use, HCFR, 2003, showed that with Hispanic and Black Medicare beneficiaries without drug coverage used 10-40 percent fewer medications than Whites with the same illness, and spent up to 60 percent less in total drug costs. 

3. The same study showed that Medicare beneficiaries with the same disease and type of prescription coverage found that minorities tend to get less of chronic medication compared with Whites.

4. The same study showed that Hispanics tended to use more expensive drugs which might be an example of loyalty to brands.

Literature about Medicare and minorities with a focus on the ESRD program:

5. Daumit study of 1999 was an analysis of patients who gained Medicare coverage through the ESRD program and found a three –fold difference in the use of clinical procedures by patient ethnicity nearly disappeared following the acquisition of the special ESRD Medicare coverage.
Medicare Part D

Despite the plan to have at least two drugs in each class provided to patients in a drug plan; pharmacy and therapeutic committees, CMS evaluation of formularies and benefit management tools, there are major areas of variance for all Medicare beneficiaries:
· Prescriptions drugs covered

· How much you have to pay

· Which pharmacies you can use

Dual Eligibles plan included random enrollments in plans, with more chance for mismatch of needed meds. 

CMS is to be commended for its Hispanic media outreach efforts –targeting Hispanic dense metropolitan areas and working with national and local partners as well as the coalition development that NHMA is involved in. NHMA is also working in partnership with United Health Group/Ovations and just mailed to  33,000 Hispanic physicians.  
But NHMA has received many calls from physicians having problems with the transition of dual eligibles, confusion of our community elderly. Two examples from San Diego area –Ophthalmologists in private practice –From Jan3 to 6th –129 dual eligible patients were seen and 60% were in drug plans that did not cover their ophthalmic medications.
A cancer patient was refused her pain medication by the new drug plan which would have resulted in fatal drug withdrawal.

But CMS and its partners need to do more comprehensive education and reinforcement of marketing to increase enrollment in our hard to reach communities, especially minority and the poor.

RECOMMENDATIONS
1. Research on prescription medications and Hispanic patterns of use 

a. Closing the gaps in medication use by race and ethnicity – it becomes important to study the extent to which the differences are due to provider or beneficiary behavior amenable to change.

b. Loyalty to brands for Hispanics and drug plan selection
c. Affordability and simple enrollment procedures

2. Build upon the CMS public health campaign to correct misperceptions about the importance of treatment adherence, targeted to Hispanics
3. Increase culturally designed education media programs with Spanish media
a. About the importance to enroll in Medicare Part D managed care vs stand alone plans –need to be discussed in detail with our communities 
b. How to use medications and how to use them as a part of your daily activities
c. Identify activities that work and share them
4. Support demonstrations with Hispanic physicians and patient communication and compliance and lessons learned for the non-Hispanic physicians and providers in our communities 
5. Train public health leaders about Hispanics and health, based on this Medicare experience
6. Require cultural competency in licensure CME and encourage more physicians to understand Hispanic patient needs, challenges
7. Health care facilities – hospitals, nursing homes need standards for cultural competence and language services

8. Include new efforts at developing symbols (“Hablamos Juntos” RWJF program) for LEP patients in Medicare Part D program development

9. Reforms needed – 

a. Dual Eligibles need a longer transition with monitoring and report to Congress on the progress and the challenges to address
b. Simple co-payments messages needed and less variability in “basics” with drug plans – to decrease the confusion for elderly
c. Formulary monitoring at the Federal level  –couldn’t there be a direct pharmaceutical company to Medicare “stockpile” that can provide medications to be purchased by the drug plans for extra drugs needed that were not on their formulary. (to decrease patients falling through the cracks due to glitches in the system)
d. Pharmacies should be able to continue dispersing without drug plan coverage, allowing for the transition issues – perhaps with a monitoring by the Federal government 
10. Quality of care – needs to include incentives to make the system more   responsive to Hispanics and their families.

11. Increase outreach payments for rural, inner city and teaching hospitals and other safety net providers 

12. Consider the programs that could be developed in Medicare GME funding - Incorporate Medicare information into medical education so that residents and medical students can explain the program to patients.

13. Lastly, the Office of Minority Health at DHHS should increase the participation of all national minority health organizations with the effort and link CMS education efforts at their national conferences, websites, newsletters, etc.
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