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PROCEEDI NGS

(9:32 a.m)

CHAI RVAN  REYNCLDS: Ckay. Let's get
started.

I"d like to ask everyone with cell phones
to put their phones on vibrate. Bear with ne.

Ckay. Good nor ni ng. This is Chairman
Reynol ds, and on behalf of the U'S. Conm ssion on
Gvil Rghts, | welcone everyone to this briefing on
health care disparities. This project is examning
why, despite the continued advances in both care and
technology racial and ethnic mnorities continue to
have nore di sease, disability and premature death than
non-mnorities.

More specifically, the Conmmssion wll
exam ne raci al disparities in t he rates of
cardi ovascul ar disease and the related condition of
hypert ensi on. Experts will present the Comm ssioners
with results from ongoing research and information
regarding health care delivery systens, access to and
quality of comunity education, patient behavior, and
ot her aspects of health differences between popul ati on
gr oups.

The record of this briefing wll be open
until July 13th. Public comments may be mailed to the
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5
Commi ssion at our address at 624 Ninth Street, N W,

Room 740, Washington, D.C. The zip code is 20425.

This nmorning we're pleased to wel cone two
panel s of experts that will address this topic. On
the first panel speakers wll discuss the disparity
claims within the overall hearth care context, and
we'll also focus upon disparities in rates of
cardi ovascul ar di sease and hypertension specifically.

They will evaluate potential sources  of t he
di sparities, discuss the research approaches taken in
various studies, and share their conclusions and
Vi ews.

Dr. Sullivan is the founding dean and
first pr esi dent Mor ehouse  School of medi ci ne.
Wl conme, Dr. Sullivan.

DR SULLI VAN.  Thank you.

CHAI RVAN  REYNOLDS: In 1989 he was
appoi nted Secretary of the U S. Departnent of Health
and Human Servi ces. In January of 1993, he returned
to Morehouse and resuned the office of president. In
June of 2008, Dr. Sullivan accepted an appointnent to
the Health Disparities Technical Expert Panel for the
Centers for Medicare and Medicaid Services at the
Departnent of Heal th and Hurman Servi ces.

Next we welconme Dr. Garth Gaham who is
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6
the Deputy Assistant Secretary for Mnority Health in

the Ofice of Mnority Health at the Departnment of
Heal th and Human Services, which coordi nates federal
health policies that address mnority health concerns
and insures that federal, state, |ocal health prograns
take into account the needs of disadvantaged racial
and et hni ¢ popul ati ons.

Dr. Gaham founded the Boston Men's
Cardi ovascul ar Health Project, a project designed to
identify behavi or al expl anat i ons for decr eased
adherence to adequate diet and exercise by African
Anerican nen.

Then we have Dr. Rubens Pames, who has
served as Vice Chancellor for Academic Affairs, Dean
of Gaduate Studies, and Professor of |Internal
Medi cine at the University of Nebraska Medical Center
since Septenber of 2003. Dr. Pames was recently
selected as a new nenber and chair of the Advisory
Commttee on Mnority Health for the Departnent of
Heal th and Human Services' Ofice of Mnority Health.

In 2005, he «collaborated wth fornmer
United States Surgeon GCeneral Dr. David Satcher to
author and edit one of the first textbooks addressing

inequalities in health care titled Milti-cultural

Medi ci ne and Health Disparities.
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7
Next we have Dr. Sally Satel, who is a

psychiatrist at the QGasis Drug Treatnent dinic here
in Washington, D.C She is a lecturer at Yale
Uni versity School of Medicine, a Resident Scholar at
the American Enterprise Institute, and author of the

Health Disparities Mth: D agnose in the Treatnent

Gap.

And next we have -- and | wll need
assi stance pronouncing the first nane.

DR CHANDRA: Anitabh.

CHAI RVAN  REYNCLDS: W have Anmtabh
Chandra, who is a Professor of Public Policy at
Harvard's Kennedy School of Governnment, and he is a
Research Fellow at VA Institute in Bonn, Germany, and
the National Bureau of Econom c Research in Canbridge,
Massachusetts.

H s research focuses on productivity and
growth, expenditure growh in health care, racial
disparities in health care, and the economcs of
neonat al heal th and cardi ovascul ar care.

Then we have Dr. Peter Bach, who is a
physician at the Menorial Sloan-Kettering Cancer
Center. Hs wrk has focused particularly on
inmproving the quality of care for African Anerican
patients in Medicare, including cancer care.
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He previously served as senior advisor to
the Administrator of the Centers for Medicare and
Medi caid Services, where, anong other things, he
oversaw the agency's cancer initiatives.

Fol ks, |1 am excited to have you here.
This is an issue that we've needed to have a fully
fl eshed out discussion on these issues for quite sone
time, and 1'mglad you could make it here today.

The next thing we have to take care of, we
have to swear you in. So please raise your right
hand.

Pl ease swear or affirm that t he
i nformati on you have provided is true and accurate to
t he best of your know edge and believe.

PARTI Cl PANTS: | do.

CHAl RVAN REYNOLDS: Very good. Let's get
started. Here are the nechanics. Each speaker will
have ten mnutes, and please try to stay within the
time frame. At the end of the presentations, we wll
have a Q%A sessi on.

And we will start with Dr. Sullivan.

DR SULLI VAN: Thank you very much, M.
Chai rman and Conm ssi oners. It is a great pleasure
and genui ne opportunity to be here with you today.

I['m here in ny role as Chairman of the
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Sul I'i van Commi ssi on.

COW SSI ONER YAKI : Poi nt of order. ['"'m
sorry, M. Sullivan.

One of the things that's confusing about
this is these mcrophones are actually C-SPAN
m cr ophones, but you'll find on your desk these little
things right here. Make sure that is turned for the

reporter and also so the audience in the back can

hear .
| apologize for that. | was confused,
too, until | realized, oh, there's a double mc here.
CHAI RVAN REYNOLDS: Thank you,
Conmi ssioner Yaki. As usual, you' ve saved the day.
COW SSI ONER YAKI: | do try.

DR. SULLI VAN: Thank you very mnuch.

I'"'m here as Chairman of the Sullivan
Alliance to transform the Health Professions, and |
want to address the issue of the health work force and
its diversity and its inpact on health disparities in
the country.

The Sul I'i van Al'liance to transform
Arerica's health professions is a national effort to
enhance the health work force diversity initiatives
around the country. It was organized in January of
2005 to act on the reports and reconmendations, first,
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of the Sullivan Conm ssion with its report "M ssing
Persons, Mnorities in the Health Profession," issued
in Septenber 2004, and the report from the Institute
of Medicine Commttee on Institutional and Policy
Level Strategies for increasing the diversity of the
U S. healthcare work force.

This conmm ssion from the |1 OM produced the
report in the nation's conpelling interest, ensuring
diversity in the health care work force. This was
i ssued in February of 2004.

The strength of our health work force is
central to the capacity of our health care system
The PricewaterhouseCoopers Health Research Institute
predicts a shortage of 24,000 physicians by the year
2020, supporting a call by the Association of American
Medi cal Coll eges for a 30 percent increase in nedical
school enrollnment, as well as an expansion of graduate
nmedi cal education physicians to be achieved by the
year 2015.

A severe nursing shortage has been
reported by the vast mpjority of our hospitals in our
country, and the U S. Departnent of Health and Human
Services projects that by the year 2020, the shortage
of nurses in our country will be between 400,000 and
one mllion.
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The Association of Schools of Public
Health estimates that by the year 2020, 250,000 nore
public health workers will be needed in the nation.

And finally we have predicted a 150,000
shortfall in pharmacists for the nation by the year
2010.

Now, this health manpower shortage is
exacerbated by a mal distribution of physicians both by
geography and by specialty because it is well
docunented there is a critical shortage of primary
care physicians and fam |y physicians.

In addition, there is a dearth of health
providers in rural and inner city areas, which have
been designated by the U S. Public Health Service as
health profession shortage areas. As many as 35
mllion Americans live in areas that have been so
desi gnat ed.

And 2007 data fromthe U S. Census Bureau
indicates that one-third of the U S. popul ation, that
is, 34 percent, is today a racial or ethnic mnority.

More than 50 mllion Anmericans speak a |anguage at
hone ot her than Engli sh.

Furthernore, the U S Census projections
show that racial and ethnic mnorities wll becone
the majority of the U S. popul ation by the year 2042.
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In 2004, according to the conmm ssion which
| chaired in its report "Mssing Persons,” we noted
that only nine percent of the nation's nurses are
menbers of an under represented nmnority. Only 6.1
percent of physicians represent under represented
mnority and 6.9 percent of psychologists are under
represented mnorities, and five percent of dentists.

Now, there are a host of areas that are
i npeding access to a health professions career by
ethnic and racial mnorities. These include the
foll ow ng: poor awareness of the health professions
careers, as well as poor academ c preparation com ng
from many of our school systens that are not
adequat el y preparing our young people.

They also include financial barriers and
the lack of role nodels and nmentors for nenbers of
under represented mnority groups.

Now, at this time our supply of US
health professionals is not keeping pace with the
growi ng needs of our popul ation, which is increasingly
diverse racially and ethnically. Today mnorities
account for, of Americans under the age of 20, 43
percent of them are under represented mnorities, and
mnority student enrollnment in our nation's colleges
will reach nearly 40 percent in the next few years.
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The dearth of mnorities in the nation's
health work force is a major factor contributing to
health disparities. Achieving greater ratio and
ethnic diversity of the nation's health professionals
has di stinct benefits.

First, mnority physicians are nore likely
to practice in nedically under served areas and care
for patients regardless of their ability to pay. A
nunber of studies beginning in 1996 have shown this
pattern.

Secondly, mnority physicians are nore
likely to choose primary care practices, and mnority
registered nurses are nore likely to be enployed in
nursing and to work full tinme, thus, inproving the
care of vul nerabl e popul ati ons.

Finally, a diverse health work force

encourages a greater nunber of mnorities to enroll in
clinical trials desi gned to al leviate heal t h
di sparities. In the United States there's also

evidence that the intellectual, cultural sensitivity
and the professional conpetence of all students is
enhanced by learning in an ethnically and racially
di verse educational environnent.

And finally, there's evidence that a work
force equipped to serve culturally and linguistically
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diverse individuals increases the nunber of initial
visits to hospitals, to <clinics or physicians'
offices, results in higher utilization of «care,
enhances high quality encounters, lowers nedica
errors, and reduces nedical enmergency room em Ssi ons.

Wth the prospect for health reformon the
nation's docket, we have the challenge and the
opportunity to develop a successful nodel to elimnate
health disparities by addressing a central issue, and
t hat is the health care work force. The
adm nistration and the Congress can lead this effort
for needed changes in our health care system

Such an effort nust not only address the
lack of health insurance or under insurance of nore
than 47 mllion of our citizens, as well as the high
cost of care. It must also focus on the current and
increasing shortage and maldistribution of health
prof essionals and the need for nore racial and ethnic
di versity anong our nation's health professionals.

Al of these factors have a significant
i npact on access to health care, on protecting and
inmproving the health of Americans and elimnating
disparities in health status of the nation's racial
and ethnic mnorities.

I thank you for this opportunity to
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present these issues to the Conmmission, and | ook
forward to your questions and coments, as well as
your |eadership and your support in these efforts to
achi eve our goal of elimnating disparities in health
status and access to health care for all of our
citizens.

CHAl RVAN  REYNOLDS: Thank you, Dr.
Sul I'i van.

Dr. G aham

DR. GRAHAM  Good norning, M. Chairnman.

It's a pleasure to present to the
Commi ssion on Civil R ghts on the causes of health
care disparities, populations nost affected by these
di sparities, and actions needed to elimnate them

First, a word about Ofice of Mnority
Health. The mssion of the Ofice of Mnority Health
is to inprove the health of racial and ethnic mnority
popul ati ons through the devel opnment of health policies
and prograns that Wil | help elimnate health
di sparities. W're located in the Ofice of the
Secretary within the Ofice of Public Health and
Science and the Departnment of Health and Human
Servi ces, and we advise the Secretary, Deput y
Secretary, and the Assistant Secretary for Health on
public health policies and prograns that inpact racial
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and ethnic mnorities and coordinate HHS-wi de efforts
at addressing mnority health issues.

First, in ternms of what we've tal ked about
when we say health societies, health societies can be
defined as significant gaps or differences in the
overal | rate of di sease incidence, preval ence,
norbidity/nortality, or survi val rates in the
popul ation as conpared to the health status of the
general population. The Institute of Medicine defines
disparity in health <care as racial or ethnic
differences in the quality of health care that are now
caused by differences in «clinical need, patient
preferences, or appropriateness of intervention

The | andmark Institute of Medicine report
in 2002 served as a significant data point in terns of
tracking and analyzing issues related to health
di sparities.

Overall health status in the US. has
i nproved significantly as denonstrated by increases in
life expectancies for the majority population.
However, in spite of the many inprovenents in health
over several decades, significant gaps still exist by
race, ethnicity, gender, disability, and other related
subpopul ations. These gaps nay be related in part to
denographic changes in the United States, but
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according to the 2000 census data, the popul ation of
the U S. grew by 13 percent over the |ast decade, but
has increased dramatically in diversity at even
greater rates.

Racial and ethnic mnorities are anong the
fastest growi ng comunities across the country. Today
they conprise 34 percent of the total U S. popul ation
and it is projected that by 2030 40 percent of the
U S. popul ation will be conmprised of mnority
popul ati ons at | arge.

Consequent | y, the U S is not only
experiencing greater diversity, but people are living
| onger, experiencing rising costs of health care and
ener gi ng new di seases are posing chal |l enges across the
boar d.

Wiile the ratio in ethnic diversity is
increasing, mnorities tend to die sooner froma w de
variety of acute and chronic conditions. Raci al and
ethnic mnorities receive a lower quality of care
conpared to whites across a wde range of
preventative, diagnostic and therapeutic services.

These conditions in health care contribute
to continuing racial and ethnic differences in the
burden of illness and disease. For example, an
estimated 15.8 mllion people in the United States are

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE,, NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

18

l[iving with coronary artery disease. More than 5.7
mllion have felt the effects of stroke, which is the
second | eadi ng cause of death across the board.

African Anericans continue to experience a
hi gher rate of stroke, have even nore severe strokes,
and continue to be twice as likely to die from stroke
as the general popul ati on. Respiratory and
cardi ovascul ar disease are anong the nobst serious
public health problens. About 70 mllion Americans
fall into the newy diagnosed blood pressure risk
category defined as pre-hypertension, are in danger of
devel oping hypertension and related conplications.
Hypertension, as you well know, leads to nore than
hal f of our heart attacks, strokes, and heart failures
in the United States.

The preval ence of high blood pressure, a
maj or risk factor for coronary artery di sease, stroke,
ki dney di sease, and heart failure is nearly 40 percent
greater in African Anericans conpared to the general
popul ati on.

Mexi can Americans al so experience an even
hi gher rate of hypertension and receive simlar
nunbers in the Native Anerican comunity.

The rate of congestive heart failure and
hospitalizations in black non-H spanics between the
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age of 64 to 75 years are nore than twice the rate of
that for white non-H spanics.

In addition to heart disease disparities,
African Anericans are 30 percent nore likely to
devel op cancer and 30 percent nore likely to die from
cancer conpared to the general population. Hi spanics
in the US are 50 percent nore likely than whites to
suffer from diabetes and the incidence of diabetes,
and the Native Anmericans, that nunber as well is twce
as likely.

Asian Anericans and Native Hawaiians and
Pacific Islanders are nmuch nore likely to suffer from
Hepatitis B and C, correlated liver cancer, conpared
to the general popul ation.

So we have seen over the past many, many
decades of health disparity reports an energence and
reconfirmng of data in terns of the inpact of these
preval ence, norbidity and nortality on mnority
popul ati ons across the board.

I want to nention that one of the
significant challenges that we face in docunenting
health disparities are data gaps when we |ook at
specific populations. So we face data chal |l enges and
collecting data on Native Anmerican and Pacific Asian
Anericans, Native Hawaiian and Pacific |Islanders
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subpopul ations, as well as for some specific H spanic
popul ati ons across the board.

But fromthe data that we do see and I|'ve
seen over the past two or three decades, we have seen
a continued confirmation of the existence of health
disparities in mnority popul ati ons.

So what is the cause of these disparities?

Wll, it's certainly nulti-factorial, and | can tel
you as a practicing clinician, as well as a policy
maker, that | have seen the full spectrum of inpact
just in the disease diagnosis and di agnosing specific
di seases within mnority communities, but |ooking at
this at a population level as well, and it is
certainly rel at ed to t he i nterplay bet ween
soci oeconom ¢, environnental, individual and persona
factors as well as other social determnants of
heal t h.

You'll hear nore from this panel about
issues related to social determnants of health, but
as we Jlook in terns of the etiology of health
disparities, it's inportant to realize that there's
definitely a nulti-factorial process in terns of these
di sease processes on mnority comunities.

I ndi vi dual factors include things as
poverty, low health literacy, behaviors, as well as
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| ack of health insurance or under insurance, as well
as a lack of a regular source of care.

O her system factors that contribute to
health disparities include lack of cultural and
linguistically appropriate care, as well as other
varied system factors that occur within the health

care system

D sparities in heal t h care have
signi ficant inmplications for health professions,
adm ni strators, policy makers, and health care

consuners, and present a significant challenge to the
heal th care system

There are things that we can do both in
the individual level as well as a system level as
wel | . I ndi vi dual changes include inproved know edge
and awar eness of disease, changes in behaviors rel ated
to snoking, exercise, nutrition, nonitoring blood
pressure, and adhering to nedical advice. Syst ens
| evel changes include such things as providing
practice staff wth greater access to cultural and
linguistically appropriate care, inproving access to
care through the availability of interpreters, and
making sure that we investigate strategies that
inmprove health insurance coverage for mnority
popul ati ons.
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There are a nunber of current research
activities, as well as a nunber of programmatic
activities related to health disparities that | think
you'll hear nore about from our panel. Il want to
hi ghl i ght specifically as we're talking about
hypertension as | alluded to the inpact of
hypertension on mnority commnities.

So what we continue to see is an under
di agnosi s of hypertension and cardi ovascul ar di sease
in mnority comunities. I can tell you as a
clinician how often I have seen young African American
men who are in their late 20s or early 30s who are
suffering from kidney disease and other sequelae of
hypertension that have been probably going on for
years and have ravaged their bodies in terns of the
overal | di sease process.

But being able to adequately di agnose pre-
hypertensi on and hypertension in its early stages is a
significant factor in ternms of nodifying, if not
hopefully preventing, sonme of the sequelae from
hypertension that | nentioned earlier.

But there is an opportunity for us to
change nmuch of these statistics not only in the
research that we do, but in some of the activities
related to changes in health care, as Dr. Sullivan was
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poi nted out.

Communi ty- based participatory research is
a vital tool in helping to not only analyze but
hopefully address many of the disparities that we're
seeing in mnority populations. Conmuni t y- based
participatory research is a research nethodol ogy that
i nvol ves engaging the community at the grassroots
level in terns of research agendas and then feeding
back those research agendas to the community that was
initially engaged in that research.

| want to talk a little bit about sone of
the exanples that we have done in terns of CDPR tined
studies and highlight the role of other institutes or
other agencies such as the National Center for
Mnority Health and Health Disparities that have done
a tremendous anount of work on issues related to
comuni ty-based partici patory research.

Two  years ago we sponsored CITIES
Initiative, an initiative |ooking at strokes as well
as hypertension within the black belt. That's that
area along the southeast corridor of the United States
where we've seen elevated rates of hypertension and
t he sequel ae of hypertension, i.e., kidney disease and
stroke, and we |looked at interventions related to
possi bly el imnating i f not reduci ng t hose
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One of the things we found is the power of
awar eness. Many tines people just understand in terns
of the actual diagnosis that they have and realize
that there are certain things that they can do to take
charge of their own nedical care. W see comunities
engaging in preventative health behaviors that are not
only amazing but, in fact, inspiring. W saw church
nenber s. W saw folks with the general comunity
really take their own health into their own hands and
participate in activities that subsequently led to the
reduction in hypertension and sone of the sequel ae
that we proposed from hypertension, i.e., kidney
failure, stroke, and sone of the things that |[|'ve
alluded to earlier.

Wthin that cont ext , the Ofice of
Mnority Health has proposed a strategic franmework for
elimnating health disparities. This strategic
framework is intended to hel p guide organizations and
coordinate the systematic planning, inplenmentation,
and evaluation efforts of HHS Ofice of Mnority
Health, as well as our partners across the country
dealing with sone of those individual and systemc
factors related to health disparities.

W also recognize that there are other
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conponents related to the health care system that are
evolving in terns of not just health care reform but
the digitalization of health care and the energence of
such things as electronic health records and personal
health records which provide a powerful tool for
standardi zi ng health care across the board.

CHAI RVAN REYNOLDS: Dr. Gaham | can
listen to you all day.

DR GRAHAM |'msorry.

CHAI RVAN REYNOLDS: So if you don't mnd,
we can follow up.

DR. GRAHAM  Thank you. |'msorry.

CHAI RVAN REYNOLDS:  Thank you.

Dr. Pam es.

DR. PAM ES: Thank you.

Menbers of the Conm ssion, distinguished
co-panelists, and other honored guests, first | want
to thank you for holding this very inportant event as
we continue to shine a very bright light on this
critical and unfortunate topic of health disparities.

Before | begin, | think it's appropriate
to quote Martin Luther King when he said on the top of
all the fornms of inequality, injustice in health care
is the nost shocking and i nhumane.

M/ name is Rubens Pam es. ['"m Vice
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Chancellor at the University of Nebraska. ['m a
physician and researcher and have spent the last 25

years trying to understand and find solutions to the

grow ng problem of health disparities. | think to
really better understand the issue, | need to discuss
very briefly nine different areas that | think

contribute to or explain the dilemma that we now face.

First, understanding the diversity. It's
inmportant to look at diversity in Anerica. Over the
past 20 years, the proportion of white Americans has
decreased from 83 percent in 1970 to 69 percent now in
2000. During that sanme period, the proportion of
African Anmericans has increased slightly from1l to 12
percent. However, the proportion of H spanic has
junped from nearly five percent to 12 and half
percent .

It's obvious from these nunbers that the
country is becomng increasingly nore diverse and
maki ng our health care issues uniquely different from
ot her conparabl e nations around the world. The U. S
Census Bureau, in fact, had originally estinmated that
by the year 2050 nearly one in two Arericans will be a
menber of a racial or ethnic mnority group. However,
now they indicate that this can occur as early as
2037.
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Currently, we have four states, including
the District of Colunbia, who already have a mgjority
m nority popul ation.

The work force issue has been touched on,
and the issue today, our health care work force is not
representative of mnorities in t he gener a
popul ati on. H spanics conprise 12 percent of the
popul ation but only two percent of registered nurses,
3.4 percent of psychologists, and 3.5 percent of
physi ci ans.

Simlarly, African Anericans constitute 12
percent of the population but only five percent of
physi ci ans, nine percent of the registered nurses, and
only four percent of dentists. In the last ten years,
the percentage of African Americans in health care
careers has actually dropped in several key areas
while slightly increasing in sone other areas.

In total under represented mnorities
conprise less than eight percent of the nation's
physician work force and only four percent of the
medi cal school faculty, while alnost 20 percent of
those four percent come from the four historically
bl ack col |l eges that have nedical school s.

I bel i eve havi ng a proportional
representation is inportant for a variety of reasons,
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not only for patient care, but also for show ng under
represented mnority students that they, too, can
enter the health care field for enhancing cultural
conpet ence and | earning environnent in the work force.

As has been nentioned, a landmark
Institute of Medicine report on equal treatnent
articulated the increasing need for diversity. They
drew four conclusions for this.

First, under represented mnority health
care professionals are significantly nore likely to
serve the nedically under served comunities, which
of ten includes urban and di sadvant aged ar eas.

Second, studies have shown that patients
are nore likely to seek care from physicians of their
own race or ethnicity and report being nore satisfied
i n doing so.

And, third, mnorities considering health
care professionals are nore likely to pursue a field
where they see mnority rol e nodels.

Finally, the reason concerning nedica
resear ch. Mnorities are nore likely to participate
in research studies when the research is conducted by
a health care provider of the sanme ethnic group

Consequently wunder represented mnority
heal th care professionals are also nore likely to have
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research interests in di seases wher e
di sproportionately mnorities are affected, thereby
hel ping to solve the nysteries regarding why certain
conditions disproportionately affect and have poor
out conmes anong mnorities. Because these researchers
often see first hand the various effects of these
di seases affecting the communities and their famlies,
and they becone interested in learning nore about
t hose di seases and the outcone.

Cinical research studies are vital to
under standi ng why certain racial and ethnic groups are
affected differently by disease and treatnent. That
is why | think it is essential for us to continue to
collect racial data for mnority health so that we can
better understand the di sease outcones.

It has been nentioned again, nortality and

nmorbidity incidence. The U S. health care system has

sai d to be very good i f you're heal t hy.
Unfortunately, that's not the case for many
i ndi vi dual s. Despite the overall inprovenent in the
u. S popul ati ons, raci al and ethnic mnorities

experience higher rates of norbidity and nortality
than non-minorities. This point is sinply proven by
| ooking at |ife expectancies.

African Anmericans have shorter life
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expect ancy, at 66 years, than white nen who on average
will Tlive wuntil 74. Conpare that wth Anmerican
I ndians who in sone areas will expect to live in their
m d- 50s.

Wiile |ife expectancy for nost groups have
risen, the life expectancy gap between white and
African Anmerican nmales has not changed significantly
in the past 40 years.

Even though our country can tout najor
health and technol ogical advances in the past 60
years, African Anerican nortality rate is 1.6 percent
hi gher than whites, and this is identical to what it
was in 1950.

Infant nortality just as dismal as race
gaps in American Indians are 2.5 and 1.5 tines higher
t han whites.

Examining the prevalence of certain
di seases and conditions in racial and ethnic
mnorities, we go to further evidence of health
disparities. African Americans have the highest rate
of nortality from heart disease, cancer, stroke,
H V/ AI DS and ot her di sease conditions.

In fact, if you look at the HV rate, it's
reachi ng epi dem c proportions. More than 80 percent
of wonmen who have been diagnosed with H 'V or Al DS have
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been either African Anerican or H spanic. Anmeri can
I ndi ans have higher rates of diabetes, as has been
poi nted out, liver disease, and H spanics are expected
to die nore from di abetes which nodern nedicine now
can treat and nmanage adequately. As has been
nmentioned, stonmach cancers in Asian populations is
al so very high.

Hypertension in African Americans |eads to
80 percent higher stroke nortality rates, 50 percent
hi gher rates of disease and 32 percent higher rates of
renal disease than the general population. Hal f of
African Americans age 40 through 59 are hypertensive.

Conpare that to 30 percent of whites.

Wen we initially look at these data, we
felt that access to care was the effective reason.
However, even in veterans hospitals where access is
not as nuch of an issue mjor health disparities
continue to exist. Studies have shown that physicians
are less likely to refer African American patients for
cardi ac catheterization. African Anmericans are |ess
likely to undergo invasive cardiac procedures, and
current series on cardiovascular health disparities
center on vari ous factors, i ncl udi ng raci a
discrimnation in treatnment, genetics, environnent,
and denogr aphi cs.
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There are new theories energing about the
burgeoni ng cardi ovascular health disparities. The
first theory is epigenetics or changes in the DNA
caused by consistent environnental exposure, such as
diet and stress that can actually be passed on from
one generation to the next.

Epi genetics underscores the cunulative
ef f ect of poor soci oeconomi ¢ condi tions,
discrimnation and inequality of education and other
opportunities.

The second theory is the allostatic |oad,
which states that body experience biological changes
in response to stress. Specifically, corticotropic
rel easi ng hornones which are found to be higher than
those that have experienced |ong periods of stress
suggesting that years of feeling unequal or
experiencing discrimnation can eventually lead to
wor sen car di ovascul ar heal t h.

The current economc situation is also
havi ng detrinental effects. Recent reports have shown
that fewer prescription drugs are being filled. The
concern is that individuals are being successfully
mai nt ai ned. Healthy blood pressures and other
cardi ovascular conditions wth nedication my no
| onger be able to afford these nedications, which wll
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result in higher blood pressure, increases in stress,
hypertension and a nunber of ot her  danger ous
condi tions.

In the near future we may see a shift on
heal t h mai ntenance with nedi cation at a nodest cost to
one that utilizes energency room treatnment at a rmnuch
nore hi gher cost.

Heal th di sparities pl aces a

di sproportionate burden of health disparities has been

wel | docunent ed. There's several reports  of
contri buting factors, soci oeconomi c, raci sm
discrimnation, |imted access and the quality of
service being provided. Patient and provider

behavi oral factors also are factors.

The factors tend to compound one another
and create a cycle of problens. Despite increase in
care through immunization, the differences between
many mnority groups to whites are significantly
getting worse or renaining stagnant.

Being in a |ower socioeconomc class al so
nmeans havi ng substandard housing, fewer opportunities
for higher education, |ess insurance coverage, limted
access to health care. The environment health risk
includes anything from air quality, water quality,
soil contamnants as well as other pollutants tend to
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be nore prevalent in |ower socioeconom c conmmunities,
and |ower socioeconomc groups often life in nore
segregated areas where there are higher poverties and
nore drug and al cohol abuse.

M ssing from these environnments are green
space, access to healthy foods, job opportunities, and
access to health care. More than any other racia
group, African Anericans tend to live in segregated
nei ghbor hoods even when you factor in incone |evels.
In fact, some major urban areas in the United States
are as segregated as they were back before the civil
rights era and the apartheid era in South Africa.

Housi ng segregation showed that two-thirds
of African Americans would have to relocate in order
to achieve any statistical random distribution of
bl ack and white households in Anerica. I ndi vi dual s
l[iving in segregated areas typically do not have
resources to transfer wealth to the next generation.
Instead kids inherit a lifetine of poverty, a |ack of
educational opportunity, and typically a lifetine of
poor health.

Just a few words about the educational
inequality. Low inconme segregated communities have a
| ower tax base, less philanthropic ability to support
education. As a result, racial and ethnic mnorities
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have few educational opportunities, few role nodels,
and they tend to limt their goals to |ow paying and
in sone cases hazardous occupati ons.

For many mnority children ot her
expectations of them are set so |ow that they never
really reach their full potential. A recent report
shows that half of African Anmerican children and 40
percent of Hispanic children attended a high school
where the dropout rate was close to 50 percent. This
conpared to only 11 percent of white children
attendi ng those schools with those dismal statistics.

CHAI RVAN REYNOLDS: Dr. Pam es. Thank you
very much, and we will continue during the QA

Dr. Chandra.

DR, CHANDRA: M. Chairperson and nenbers
of the Comm ssion, ny nane is Amtabh Chandra, and I'm
a professor at Harvard University's Kennedy School of
Governnment and a Fellow with the Dartnouth Institute
for Health Policy.

Thank you for inviting me to the
Comm ssion to share ny thoughts on how to inprove
health care for mnority patients.

W are all aware of the stubborn
persistence of racial disparities in treatnment over
time, even when patients are fully insured. Many
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believe that the <clinical encounter is the nost
perni ci ous source of these disparities. M nain point
this nmorning is that we are unlikely to nake great
strides in inproving mnority health by prioritizing
action on this channel

The inportance of the clinical encounter
is domnated by other shortcom ngs, such as the |ack
of access to high quality providers which are far nore
injurious to mnority health.

The original disparities in health care
emanate principally from the «clinical encounter,
enbodi es the idea that a provider treats two patients,
one white and one black, differently. More precisely,
differences in the <clinical encounter may occur
because there is explicit discrimnation where a
provider consciously wthholds valuable care from
mnority patients. This is the nost nalfeasance
expl anation of racial disparities in care, and it's
perhaps one reason why there's so nmuch interest in
t hi s mechani sm

But disparities may also arise from
inmplicit discrimnation, where a harried provider
operating in a tinme sensitive environnent nakes
unconsci ous nental decisions that are detrinental to
mnorities. Stereotyping is one manifestation of this
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indiscretion, and it occurs when a provider uses a
patient's race to produce information about the
benefit of treatnent.

If, for exanple, African American patients
on average are less likely to be conpliant, then a
physi ci an may assume that her African Anerican patient
is less conpliant. Such reasoning wll worsen
outcones for that patient if he is different fromthe
typical African Anerican patient and worsen outcones
for all African Arericans if the stereotype about them
is wong.

The bias from inplicit discrimnation is
conpounded by the presence of poor conmmunication
between providers and their patients which my
generate enornous psychological barriers to mnority
patients seeking care.

Finally, sonme researchers have posited
genetic or physiological differences between patients
that affect the benefit of treatnent by race while
ot hers have di scounted such concl usi ons.

A ven the discussion of the nechanism the
guestion is to ask whether we have conclusively
established the role of the clinical encounter in
ef fecting raci al di sparities in heal th care.
Answering this very sinple question carefully poses an
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enornous and form dable enpirical challenge. W would
need to observe the same provider treating two
patients with the sane econom c and social resources,
physi ol ogy, clinical history, severity, preferences,
conpl i ance, and future prognosis.

These variables are routinely observed by
providers treating patients, but not by socia
scientists observing providers. The fact that
multiple studies all note that mnority patients get
less care is often interpreted a pervasive bias in the
clinical encounter which could just as well be
interpreted as one of the pervasive shortcomngs in
all observational studies that focus on the clinical
encount er.

Second, because of patterns of
nei ghbor hood segregation, the sane provider is rarely
observed treating both black and white patients, and
so what we have been calling prejudice in the clinica
encounter is often a difference in neighborhoods,
referral patterns, and the resources of providers that
serve in these nei ghborhoods.

This is an unfortunate confusion because
i nprovi ng nei ghborhood schools or changing the flow
pattern is not the same thing as reformng provider
behavi or inside hospitals and offices.
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Researchers have made some progress on
this challenge by using patient actors and inplicit
associ ation tests. Both physicians and the
resear chers studyi ng them observe the same information
in a laboratory setting. This an intriguing area of
academ c research, but its findings are still nascent
for the purpose of informng policy and |egislation.
W do not know if the decisions nmade by self-sel ected
physi ci ans in t hese | aborat ory st udi es are
representative of physicians who actually take care of
m nority popul ati ons.

M/ main point today is to elaborate on a
new explanation for racial disparities and care, but
they are partially the consequence of differences in
where mnorities and white receive their care. |
different providers treat blacks and whites, then one
reason for racial disparities in care is not only who
you are, your race, but also where you live. Bot h
sources of disparities are injurious to mnority
heal t h.

The first type of variation which | call
within provider variation is the role of the clinica
encounter. The second, which | <call the between
provider variation, relates less to race per se and
nore to geographic wvariations in the quality of
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treatnment patterns for all patients. It considers the
racial disparities in treatnent because mnorities are
nore likely to be cared for by lower performng
provi ders.

Sone | arge academ c nedical centers are an
exception to this statement, but the |ink between
being treated at one of these centers and quality is
by no means automati c.

Differences in where mnorities are
treated has to do with factors such as insurance and
| ower soci oeconom c status, but historical patterns of
discrimnation and neighborhood segregation surely
exacerbates this variation

Confronted with these realities, we should
be extrenely cautious in concluding that nalfeasance
and nonfeasance are the sole purview of the nedica
pr of essi on.

So what is the evidence of the role of
geography as a determnant of racial disparities in
health care? Dr. Peter Bach and his coll eagues have
denonstrated that blacks and whites have different
providers, and those providers who treat mnorities
are often less clinically trained and have fewer
resour ces.

My col l aborators and | have denonstrated
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that 85 percent of all black heart attacks are treated
in only 1,000 hospitals, where 60 percent of whites
receive their care in hospitals that treat no African
Aneri can patients.

Wthin hospitals, we found, however, no
disparities in effective care, but found the patients
who were admtted to hospitals that disproportionately
serve blacks had a risk adjusted nortality rate that
was al nost 20 percent higher than that of non-mnority
serving hospitals.

O hers have noted simlar findings for the
performance of neonatal intensive care wunits in
mnority serving hospitals. Forty years after the
passage of the Gvil R ghts Act, mnority health care
is both de facto separate and unequal. lronically, a
close cousin of this enbarrassnent, which was
segregated hospitals, was the original notivation for
Title VI |egislation.

The new focus on the geography of mnority
health care should not be viewed as taking attention
away from reformng the clinical encounter. Rat her,
it notes that even if we could fully elimnate
disparities within the clinical encounter, the health
care of blacks would inprove, but still |ag behind
that of white because of differences in quality of
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care where the two groups receive care. For many of
us, this is sinply not good enough.

Because a small group of providers treat
mnority patients causing quality inprovenents towards
mnority serving providers would dramatically reduce
bl ack-white disparities in care. Such interventions
woul d inprove the health of both mnority and white
patients, but the gains would disproportionately
accrue to mnority patients whose care concentrates in
such providers.

In the context of anbulatory care for
di abetes, mny collaborators at Dartnmouth and | estimate
t hat aggressively inproving the performance of the 500
largest mnority serving networks would inprove
mnority health care nore than the conplete
elimnation of raci al disparities wthin every
provider in the United States. | ndeed, given the
greater reliance on anbul atory care, one mght want to
t hi nk about expanding the recent Title VI of the Gvil
Rights legislation to go beyond the reach of hospita
care and enconpass care that is delivered in office
visits and by nmanaged care pl ans.

Finally, in closing let ne make one sinple
poi nt . The determnants of racial disparities in
health are not the sanme as the determnants of racia
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di sparities in heal t h care. The princi pa
determ nants of health are genes, behavior, schooling,
nei ghbor hoods, economni c circunst ance.

Health is secondarily affected by health
care, but nore likely to be influence by prevention,
including the quality of anbulatory care which can
check the progression of diabetes, hypertension, and
chronic disease, and through this protection the
i nci dence of heart attacks and strokes.

O tertiary inportance, at the very end of
the causal chain is the role of disparities in nedica
care. The quality of nedical care matters nuch nore
than the disparity in the quality within it. For the
six and a half year racial gap in |life expectancy for
men and the four and a half racial gap for wonen,
which are surely l|arger when one accounts for the
condition of that life, are unlikely to be affected by
the focus on treatnent disparities in the clinical
encounter. The preoccupati on w th t r eat ment
disparities in the end game sinply msses the fact
that mnority patients find thensel ves confronting the
end gane sooner than everyone el se.

Thank you.

CHAI RVAN REYNOLDS: Thank you.

Dr. Satel
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DR, SATEL: Thank you for the invitation

to address you today.

COW SSI ONER GAZI ANO Coul d you nove your
m crophone up a little?

DR SATEL: Cxay.

COW SSI ONER  GAZI ANO They're not that
sensitive. Thank you.

DR SATEL: kay. Thank you.

This better?

COMM SSI ONER GAZI ANO.  Yes.

DR. SATEL: Thank you for the invitation,
Chai rman Reynol ds and Co- Chai rman Thernstrom

M/ name is Sally Satel. | am a Resident
Schol ar at the American Enterprise Institute. | also

work at a methadone clinic in Northeast Wshington,

D. C.

And | wanted to give you an overvi ew t oday
of the contours of the health disparity issue. In
fact, | alnost call it a health disparity debate.

Wat do | nean by "debate"? There is
certainly no controversy over the fact that mnorities
have poor health status and often poor health care,
often both the variables that Dr. Chandra spoke of.
There is no dispute there.

But the debate has to do with the causes
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of those differentials, and the causes, of course,
lead us to the renedies. So there are two starkly
di fferent perspectives on the causes, and Dr. Chandra
spoke them already. He characterized them in short,
as dynamics wthin the clinical encounter, biased
physi ci ans, and even biased health systens. That's
one perspective versus the what 1'd call a nore
soci oecononi ¢ focus on inadequacies of health systens
that disproportionately serve |ower incone individuals
who are disproportionately mnority.

The biased perspective canme to the
forefront of the health disparities conversation with
the 2002 Institute of Medicine report, and | want to
spend a little bit of time on that. That report is
called "Unequal Treatnent." They've gotten an
enornous anount of attention and is largely regarded
as an authoritative study. However, | wanted to
outline sone of the nethodol ogical problens with it.

That study had an enphasis on the clinical
encounter and concluded that there was bias anong
physicians towards mnority patients overtly as well
as subtly, and | think that report really was al nost a
wat ershed point in the dynamc of this debate because
it really catapulted the issue of mnority health from
a public health issue to a civil rights one, as |
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said, with the different kinds of renedies inplies of
sensitivity training for doctors, affirmative action,
and even potential Title VI |egal chall enge.

The main problem with the Institute of
Medicine report is that it sought to prove bias or
discrimnation, and | just speak from the standpoint
fully of methodol ogy. This is an al nost inpossible
phenonenon to prove using retrospective approaches and
usi ng | arge dat abases.

In a sense, charging a bias is a diagnosis
of excl usi on. It's the kind of thing you arrive at,
which is not to say it doesn't exist. It could well,
but it's the kind of thing one arrives at after ruling
out variables that can neasure and identify with other
kinds of variables that could lead to differences.
And with | arge databases, this is very hard.

There's one problemw th the report. ['ve
chronicled nost of them in this health disparities
nyth booklet that 1'Il hand out to you afterwards, but
one of the problenms is that of omtted variables. And
you referred to this as well.

Wen vyou look at Jlarge databases in
retrospect, you're not often going to find the kinds
of variables on which physicians nmake their clinical
deci si ons. For exanple if we're going to use an
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angi opl asty, we'd want to know certain EKG subtleties
that are not in Jlarge retrospective databases

ejection fraction, for exanple, the position of
occlusion in an artery. These things don't cone
across in these databases, but they are very rel evant
to clinical decisions.

Anot her feature of the 1OM report and
wor ki ng health disparities is procedure counting. How
many procedures did one group get versus another as
opposed to looking equally or even wth greater
enphasi s on the outcone?

The research in cardiac procedures has
frequently shown that even though there are
differentials, the nortality rates are frequently the
sane.

So ideally what one wants to wuse is
prospective studies and even nore ideally ethnographic
observation and interviews with physicians as to why
they'd nmade the treatnment decisions that they do. And
I"mreally not famliar with those kinds of studies.

But for years the 1OM report has set the
tone of this debate. Now, actually I think there is
somewhat | ess tal k about biased positions today, and I
see that as a definite maturing of this issue, but
there's still an enphasis on one key concept that |
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want to enphasize, which is, again, wthin the
disparities issue and alnost exclusive focus on
relative health, alnobst a greater concern with the
health of groups in relation to each other than
whet her peopl e are receiving optimal care.

The reason why this is one of the problens
of this approach, to look at relative health, is that
you can often mss inprovenments when all of those
rise, so to speak. You will see no change in the
ratio of mnority and white inprovenent, but it could
be there. You just won't see it because everyone has
i mproved toget her.

Anot her exanple of that has to do with the
classic exanple is black infant deaths, which between
the years 1980 and 2000 decreased by over one-third.
Now, that is certainly progress, but white infant
deat hs decreased even greater. So it still |ooks as
if the ratio is unfavorable to black infant nortality.

But that's not really what the whole
pi cture shows. One can be msled by focusing on
relative health and on death, and one can al so get
conversely a false sense of achievenent. A 2005
Harvard study found greater inprovenent for blacks in
basic interventions and exans for diabetes and other
things. However, the rates for blacks and white were
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suboptimal for both. So that wasn't necessarily
sonething to cel ebrate either

Now, as far as the nost rel evant
determ nants of health, you've already heard them from
Dr. Chandra and Dr. Bach. Geogr aphi cal differences
the quality of cost for those physicians, quality, the
idea that mnorities and whites really don't even see
the sanme physicians, these are drivers of health
differentials that are very powerful, and in ny view
swanp the value of |ooking for bias, assumng that
bias could even be satisfactorily enpirically
denonstr at ed.

Now, perhaps even nore profound in the
denogr aphics of health care are the early determ nants
that have been nentioned by ny colleagues. The
nmechani sns are very conpl ex. They're called these
upstream factors of education and parental income and
nei ghbor hood. The nechanisns are conplex, but
scholars generally agree that good, structured
education in the early years enables children to
devel op self-control, problem solving dispositions,
and no | east, a sense of the future.

Now, what does this mean for health in
| at er life? el |, obviously it nmeans nore
opportunities to obtain decent jobs, jobs with health
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benefits, nore autonony. That was one of the key
| essons of the class Witehall <civil servant study
whi ch | ooked at the gradients of incone and found that
t he second to hi ghest gr adi ent still had
di sproportionately higher cardiac nortality than one
woul d expect even though their incones were very good.

But the conclusion was that they do not
have the latitude to determine how they work at the
j ob. There was a sense of stress, of responsibility
wi thout authority. So stress is quite inportant.

Al so, good education gives you the
financial security to cushion setbacks. Peopl e are
better informed, of course, about health matters and
have a mnmuch nore positive view of technol ogical
i nterventions.

Now, |let me nove fromthe nore abstract to
what | see when | go to ny clinic here. It's a
nmet hadone clinic. So by definition we're treating
peopl e who have heroi n addiction, but they've also got
a lot of other nedical problens.

What | had said, the foregoing was to call
attention to the factors that really do matter. These
are factors that they're by race, not necessarily
because of race, but in the weeds, in the clinic, we
see folks that | think everyone is really talking

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE,, NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

51

about when we speak of the nedically disenfranchised.

Now, there's no question that inproved
access to care would help these folks, especially
black nmen who rarely have Medicaid unless they're
di sabl ed, but even so there's nuch nore to better
health than access. As was nentioned before
continuity of care, the sane doctor is so inportant, a
nmedi cal hone, anple tine.

The Comonweal th Fund did a wonderful pol
in the late "90s. | wish they would repeat it. Over
1, 000 peopl e, about eight different ethnic groups, and
asked them so many questions about how t hey determn ned
whi ch practitioner they want to go to, and out of 13
options, race tied last with sonething el se.

Medi cati on, people should have the option
certainly to choose their physician based on race, but
the patients in this survey, and as | said, there were
over 1,000, said that was really the |east relevant.
The doctor spending tine with them was one of the
nost. So that is very inportant.

Access, again, as | said, is huge, but the
determ nants have to do often wth engagenent. Wi
patients engage in the self-care that you nentioned
that is so inportant because so many have chronic
illnesses which contribute trenmendously to the health
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care burden?

So | personally for this kind of problem
and for ny kinds of patients actually am a great fan
of local public health clinics. This is very much on
t he ground. W' re talking five feet above, not the
100, 000 foot view, but where you can have hours for
open nights for the working core, a location that's
convenient to keep people out of the energency roons,
staff with local residents. | think that goes very
far to the cultural sensibilities that we're al
t al ki ng about .

The physician assistants and nurses, they
hel p the physicians. They do the support. They do
t he outreach. They make the followup calls.

So in sumary --

CHAl RVAN REYNOLDS: Doctor --

DR. SATEL: Can | make ny summary?

CHAI RVAN REYNCLDS:  Yes.

DR SATEL: Ckay. Three points very
qui ckl y. Recognize that the elimnation of health
differentials is not feasible because we cannot
elimnate the disparities, the social disparities,
many of which take their nost profound toll in terns
of the habits of mnd and view of the future.

Such an agenda clearly transcends the work
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of public health and is best left to politicians,
voters and social welfare experts.

"1l stop there. Thank you

CHAI RVAN REYNOLDS: Thank you.

Dr. Bach.

DR,  BACH Thank you very much for this

i nvitation. I"m really thrilled that you re having
this hearing, and | want to say netaphorically that
the fact that I'm janmmed at the end of the table I

find to be a great turn of events that the Jew sh
white guy finally feels marginalized

(Laughter.)

DR. BACH: Chai rman  Reynol ds, Vi ce
Chai r man Ther nstrom est eened menber s of t he
Comm ssion, ny name is Peter Bach. |'ma physician at
Menorial Sloan-Kettering Cancer Center in New York
Cty where | do health services research.

My research discipline uses the hybrid of
text and techniques from econom cs, epidem ol ogy, and
statistics in order to gain a representative
understandi ng of the health care delivery system For
nore than a decade, one of ny main research interests
has been health disparities.

I"m grateful for the invitation to speak
with you today about ny research and others. [''m
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hunbl ed by this opportunity, and I have to acknow edge

ny funders for nore than a decade, the National Cancer
Institute, the National Institute of Aging, the
Commonweal th Fund, the Robert Wod Johnson Foundati on
and others, but | nust specifically credit ny
col | eagues, Colin Begg and Deborah Schrag at Sloan-
Kettering and ny tinme at the Center for Health System
Change. W have all wirked together on these
problens. The names that appear and the orders they
appear on our work are |less rel evant.

About a decade ago ny colleagues and |
wondered if the high nortality rates for cancer seen
anmong bl acks when conpared to whites could be due to
bl acks recei ving | ess effective treatnments
specifically in the setting of cancer.

W chose to study a single cancer
procedure to address our question, surgery for early
stage |lung cancer. W focused on this procedure
because it treats the nunber one cancer killer, lung
cancer, 25 percent of all cancer deaths, and is
enornously effective.

In an analysis we published in the New

Engl and Journal in 1999, a decade ago, prior to the

|OM report that has been referenced many tines, we
showed that in Medicare blacks wth a curable
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di agnosis received the surgery 13 percent |ess often
than whites with the sane diagnosis. W showed that
this was not due to greater co-norbidity anongst
bl acks or even due to differences in socioeconomc
st at us.

W al so showed that we believed that this
treatnment gap was the explanation for blacks' poor
survival outconmes in lung cancer. The study is
personal ly menorable for ne. It was one of the first
maj or analyses publishers in the NO Seer-Medicare
dat abase, whi ch has beconme a cornerstone of studies of
cancer care, and it was also one of the few studies
that had denonstrated at that tinme that treatnent gaps
were inportant in terns of di sease outcones.

That has been since shown in nunerous
ot her studies, but prior to that treatnent gaps had
been illustrated without a link to outcones. W were
unable to determne in our study why treatnent rates
were |ower for blacks. Qur study wasn't designed with
that question in mnd, and the data we used was
insufficient to address this sort of granular,
patient -l evel question.

W have used national data covering nany
years and tens of thousands of patients that we had
l[ittle individual I|evel information. O her work in
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disparities is notably the opposite, sonet i nmes
covering just a few patients and doctors in a single
practice setting in which a lot can be |earned about
that setting, but |ess about the universe of care
settings.

The followup from the publication was
educational for ne. A nunber of pundits, if you will,
stepped on top of our findings to use as a platformto
decry the health care system as racist and, by

extensi on, doctors as racist. The New_ York Tines

"Week in Review' section carried on their front page
an article about our study which was titled "Not just
another case of health racism” It's framed in ny
bedroom by the way.

Too many peopl e concl uded too qui ckly that
the explanation of our findings was that doctors
discrimnated against their mnority patients, and I

noted a few years later in an essay in the New Engl and

Journal of Medicine reviewing the 1OM report on equal

treatnment that the invocation of racism as the cause
of treatnment disparities noves the problem if you
will, one of health care system quality, to one of
health care providers' noral failure.

Qur research group saw in sonme studies the
potential for another explanation that Dr. Chandra has
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referred to, one that, if you will, blaned the system
rather than the doctor

W hypot hesi zed the key reason why bl acks
received lower quality care than whites could be that
they went to doctors who for a variety of reasons were
less able to provide the high quality care routinely
received by whites. This could be the case because
the doctors were Jless well trained, less well
resourced, or sinply |ess know edgeabl e.

And so a few years later, in 2004, we

published another study in the New England Journal

that provided evidence supporting our explanation. W
docunented two conditions that supported our theory.
First, we denonstrated that the key precondition for
our hypothesis existed. Blacks and white were,
i ndeed, not treated by the sanme doctors. W |ooked at
Medi care patients, and we were able to show that the
care of black patients was heavily clustered anong a
smal | group of doctors. It took only 20 percent of
primary care doctors in the US. to account for 80
percent of all care received by bl acks.

Wiites were different. Their care was
nostly with other doctors. Then we showed that the
doctors at the Ilevel of individual |level patient
visits were different. W asked the question: if |I'm
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a typical Medicare patient who is black, what are the

features of ny doctor conpared to if |I'm a typical
Medi care patient who is white?

W found the doctors |ooked different. A
bl ack patient was less likely to have a doctor who was
Board certified in their primary specialty. Ve
thought that was inportant because having Board
certification has been shown in decades of research to
be a key predictor of delivering high quality care.

W also found that the primary care
doctors who treated blacks took fewer resources to
direct at the care of their patients. They had harder
times making referrals for all of their patients.
They had trouble electively admtting patients for
work-ups to the local hospital and getting imaging
tests.

More interesting, the financing of the
practices was different. Bl acks went to doctors who
nore often provided free care and care to Medicaid
patients, and the net effect was that they had | ower
revenues per patient and, therefore, less resources to
support the practices and the other caregivers in
t hem

They also were nore likely  hurried,
sonet hi ng nost recent research has shown.
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Around the tinme of this paper and over the

years since, these findings have been reproduced

nunerous tines, including by Dr. Chandra and his
terrific colleagues. If doctors or hospitals,
sur geons, centers of managed care, I nsurance
conpani es, | ower quality overall seens to be

associated with having nore black patients and fewer
whites within a care setting.

Recently col | eagues of mne | ooked at nore
detail ed aspects of practices that treat |arge nunbers
of mnority patients and estinmated that the inpact of
| ow paynment rates for Medicaid itself were a sizable
contributor to access problens and led to shorter
patient visits, too

My colleagues and | have sonme new
unpubl i shed findings that | can give you a top line
review of. W are finding that for Medicare patients
the inportant predictors of getting lower quality care
are, first and forenost, your soci oeconom c status for
the regional or local area economc climate in which
you |ive and how good the quality of care is that your
doctor gives his or her other patients, nmeaning his or
her white patients typically.

W are unable to detect any consistent
evidence that doctors are treating their black and
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white patients differently per se. | believe our
findings are consistent with the plausible hypothesis
that care for blacks is of lower quality primarily
because bl acks are accessing a part of the systemthat
is poorly functioning.

Little, if any, of the under treatnent
appears to be due to doctors singling out mnorities
for lower quality care

Neither ny «colleagues nor | take the
chal | enges posed by this alternative explanation to
health disparities lightly, in ways that wll be
harder to aneliorate, but the payoff wll be nore
dur abl e and robust.

So you have asked nme here today to talk
about health disparities and what our research
suggests about its origins. That research rests in a
soci al context in which many people arrived early at a
conclusion that discrimnation, be it conscious or
unconsci ous, | ay at t he heart of t r eat ment
di sparities. Qur work has provided a different
expl anati on, one in which we have a poorly distributed
health care system in which the lowest quality
resources are in the neighborhoods with the nost needy
individuals. If correct the nechanism suggests that
the purse that targets these high-risk areas would be
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the best way to inprove care and outcone for the
patients in --. Thank you again for inviting nme and |
| ook forward to your questions.

CHAl RVAN REYNOLDS: K I would like to
thank all the participants. This has been a fantastic
presentation. At this point | would like to open up
the floor for questions fromthe Comm ssioners.

Don"t all junp in at one tine folks,
Commi ssi oner Mel endez.

COW SSI ONER MELENDEZ: First, | wanted to
thank you all for being here today testifying on
behalf of the medical -- | just wanted to ask a
guestion of Dr. G aham

As far as data collection, you had
nmentioned that. I know that for the Native Anerican
popul ation, one of the issues we always had is the
census, and there were trenendous problens with the
statistics especially in 1990 and 2000 as far as, you
know, what the popul ation of Native Anericans actually
were on the census.

What do you think about how does that skew
the results?

DR GRAHAM Sure, and |I'm glad you
enphasi zed that point because from ny standpoint, one
of the very, very key issues -- we talked on sone
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ot her issues on health disparities here today. One of
the very instrumental issues is data collection.
Aside from some of the challenges you mentioned wth
t he Census Bureau; one of the major challenges we face
is in the tools that we use to collect data on health
statistics.

Many of the surveys that the Departnent of
Health and Human Services as well as state
organi zations and state public health agencies use to
capture what is the health status of our country, many
times we mss inportant subsegnents of our popul ation,
such as the Native American popul ation, as well as the
Nati ve Hawai i an and ot her Pacific | sl ander
popul ati ons.

And so what that practically spells out is
that many data points you see asterisks and stars and
dashes instead of actual statistics on those specific
popul ations. W have actually taken that issue very,
very seriously on the HHS |eadership standpoint, and
we have an organization that's called the Data Counci
and all of these kinds of infrastructures within HHS

W are taking a very serious |ook at how can we be
able to start capturing sone of those denographics
because if what you don't neasure you don't see; SO
this idea of capturing, you know, sonme of the data in
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terms of, you know, what is the true incidence of
heart disease, what is the true incidence of cancer or
what is the true incidence of all of these very
di seases that were nentioned on specific -- especially
the Native Anerican popul ation.

Part of it is just being able to capture
folks, to be able to reach folks and to be able to
actually have them answer sone of the data questions
and then be able to put that within -- sinplifying it,
but then be able to put that within sone of the data
coll ection systens that we have.

So one of the strategies that we're really
enploying is very targeted studies where we
specifically have specific efforts to reach fol ks and
be able to capture the popul ati on appropriately.

DR, PAM ES: If | could just follow up
with that because | think that one of the things that
was of interest to ne as we had this discussion is
some of the different conclusions that we reached in
terns of the causes of health disparities and what it
hi ghlights for me is the need to do nore research, and
quite frankly, one of the concerns |I've had wth
regards to data is that there is a group and there's a
push now to elimnate collections of racial and ethnic
data in |ooking at health outcones. | believe that
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will be extrenely dangerous.

I think we need to have nore collections
of information on different racial and ethnic groups
in order to try to find out, tease out the specific
reasons why we have these wide variations in health
outcones. So I'mreally concerned about that.

CHAI RVAN REYNOLDS: Ckay. Fi rst
Commi ssi oner Gaziano and then Comm ssioner Yaki, then
Conmmi ssi oner Heriot.

COW SSI ONER GAZIANO | want to thank all
of the panel. It has been very, very informative, and
| come froma famly -- ny immediate famly and their
spouses, | think, have eight physicians if | counted
correctly. I"'m the only black sheep, the only non-
physi ci an. So I'm very interested in all of the
testinony about the existence of the disparity, but |
will be glad to yield to HHS its particular share in
addr essi ng sone aspects of that.

Qur special jurisdiction here is somewhat
[imted, and that is to focus in or to try to focus in
on the causes and the extent to which there's inplicit
or explicit racial discrimnation. So I"'m going to
focus a few of ny questions or ny basic question was
particularly to the last three who tried to get at
t hat .
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And as | wunderstand, this is a terrible
over generalization, but | think all of you have
testified very clearly sonme genetic differences
depending on the disease. There are behaviora
reasons, soci oeconom c reasons that have a big role to
play before there's any interaction with the health
care system

Sone of these are epigenetic. So they're
experiential, and those experiential may be fabul ously
conplexly related with those other factors.

And then there are the inpacts of the
health care system and we've heard that there is at
| east a concern and sone research suggests it has to
do with the clinical experience and bias, and sone of

it has to do with the unevenness in the quality of

care.

And | wondered particularly the |ast
three. | think, Dr. Chandra, you began to put sone of
this in words. What percentage in maybe pick a

di sease if you know it or sone di seases are caused by
these factors? | should say what percentage of the
disparity is caused by these factors that don't really
have nmuch to do with the health care delivery systenf
And then what percentage is related within
the health care delivery system to possible bias and
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inmplicit differences? Wat percentage, even if it's a
wi de guess, a range, sonething like that, just to give
us a sense as to what your research suggests, and the
sane for Dr. Bach.

DR, CHANDRA: Let ne try to answer that
guestion in the context of a paper that | wote with a
nunber of ny collaborators at Dartnouth that we

published in the Journal of Circulation, and here's

what we found in the circulation paper. If the
outconme that one is interested in is black-wite
differences in 30 or 90-day survival after heart
attack -- that was the thing that we were interested
in looking at -- what we found was when you | ook at
the role of provider quality 1in affecting or
i nfluencing racial disparities in 90-day survival, the
role of provider quantity or differences in where
bl acks and whites went explained about 60 percent of
the variation, saying that there's still 40 percent
that you could attribute either to the clinica
experience or the sort of acute phase of the
treat nment.

You could also say that sone of that 40
percent was the fact that wthin the particular
hospital blacks and whites were being treated by
di fferent groups, maybe varying in quality.
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So we weren't in that study able to drill
down conpletely, but we were able to say that when
you' re | ooking at sonething |ike three-nmonth survival,
there's an enornous role of the care system that you
were treated at which becones nore and nore inportant
when you narrowed the w ndow over which you are
| ooki ng at outcone differences.

So for exanple, if you change the outcone
neasure to what is the role of geography or provider
di fferences in expl ai ni ng 30- day nortality
differences, then the role of the hospital that you
were treated at explains 100 percent of the treatnent
disparity, which is in a sense what you woul d expect
because the hospital is going to be very inportant for
the first week, for the first 15 days.

But once you are discharged from the
hospital, then a bunch of other factors or insults
start to affect racial differences in nortality.

CHAI RVAN REYNOLDS: Ckay. Dr. Bach.

DR. BACH  Just | think Amtabh laid that
out nicely. It's hard to separate, and it obviously
varies by disease. You know, we don't think the
di fference in cancer incidence, for exanple, which are
about ten percent adjusted between blacks and white,
black nen getting about ten percent higher, had
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anything to do with the health care system W have
essentially no preventive cancer neasures that we
distribute through the health care system  (Cbviously
things like snoking, things like that sort of sit a
l[ittle bit outside.

But you know, in the paper | alluded to --
and | regret that it's not yet published because | can
talk in nore detail and you can review it, but
hopefully sone day -- we | ooked at the delivery of six
preventive services in Mdicare, and we were able to
assess that on average about half of the gap in
preventive services delivery were, like | said in
terms of socioeconomic status in the different
patients and anot her 30-plus percent or 40 percent of
that was between provider differences so that blacks
were going to doctors who treated nore of them and
provided |ower quality care, and then there was a
residual that had to do with co-norbidities and things
i ke that.

But of the six, they're split right down
the mddle, a few percent in one direction, a few
percent in the other were due to, if you wll,
different treatnents of black and white patients by
the same doctor, things that we would argue are just
sort of a statistical anonaly.
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So if the question is at least in the area
of preventive services, diabetic eye exans, nonitoring
of lipid levels and things like that, that we're not
seeing any evidence that it's sort of wthin the
doctor's office. It is all sort of around the
doctor's office where patients are going.

COW SSI ONER GAZI ANO  Thank you.

CHAI RVAN REYNOLDS: Ckay. Conmi ssi oner

Yaki .

COW SSI ONER  YAKI Thank you very much
M. Chair.

And | also commend the panel for a fine
presentation. | just had two very small questions.

The first one cones from research that's
been done in the Asian American comunity. As you

know, there are a lot of different perceptions of the
Asian Anerican/Pacific |slander comunity in terns of
its health education benefits. Most of them tend to
be sort of bell curve, Ushaped curve in terns of
di stribution of incone, access, what have you.

And this actually goes probably to a |ot
of new inmm grant populations as well. To what extent
does linguistic and cultural conmpetency and access
have an inpact on access for and quality treatnent of
health care for those who need it?
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| just throw it open to the panel.

DR CGRAHAM | think I'"Il take the first
stab at that.

I think as | nentioned earlier that has a
definite, if not significant, if not trenendous i npact
in terms of sone of the several factors that we
nmentioned here today. Dr. Sullivan in terns of
presenting -- when he was presenting sone of the data
on work force alluded to this issue of concordance and

better outcones in terns of concordance between

provi ders.

That's sonething that's well established
inthe literature. | think inplicit with that is this
ability to provide ~cultural and linguistically

appropriate care, and | think the idea that a patient
understands what you're talking about, and not only
that the patient understands you, but you understand
the patient is a particularly inportant point.

Now, it's something that is harder to
capture significantly in sone of the hard core
outcomes that Peter and others have spoken about, but
| think that is kind of what's inplicit within that 40
percent and sone of those other parts of the data
where you see sone of these kind of intrinsic and
inmplicit factors.
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| also want to allude to the other thing
that you pointed out, which is this nyth I would say
within that Asian Anmericans are uniformy healthy.
When you | ook at the data around Asian Anericans, you
see specific and significant health disparities in
subpopul ati ons of Asian Anericans that are troubling,
and it's up to us to nmake sure that we educate the
broader U.S. population on just what sone of those
disparities are.

DR SULLIVAN. If | mght comment, | would
say this. | think the data that the systemreally has
bias init is so overwhel mng that it depends upon how
you define the issue. 1In research it is very easy to
define the way of problem by how you set the prem se
f orward.

| happen to serve on the board of G ady
Hospital, the public hospital in Atlanta. W have a
trenmendous probl em because we have a grow ng Hispanic
popul ation, and the very issue that Dr. Gaham
mentioned is one that we are dealing with, that we
don't have enough interpreters to speak to the Spanish
popul ation that we're serving, and we've been told by
| eaders within the Hi spanic community that many of
their citizens don't cone to the hospital because they
don't feel it's a welcone environnent.
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That's a fact that weighs on the care that

the individuals receive. In 1996, in the New Engl and

Journal of Medicine, Dr. Mriam Konaram and her

associates with their studies from the University of
California, San Francisco, showed that black or
H spanic physicians were three to five tines nore
likely to establish their practices in black or
H spanic areas, and they showed that the health data
in those communities where they settled inproved.

Now, one mght say that this is not due to
bias in the system but | think that depends upon how
you define it. So I think I don't refute the fact
that when one looks very closely with a lot of
caveats, indeed, you may not find differences if you
| ook very finely, but there are gross discrepancies in
the health care system that has an inpact on people's
lives.

And | think it's inportant that as we are
working to inprove the health of Anericans that we do
not dispose of those factors that have a system that
really makes it very difficult for a grow ng segnent
of our population to receive the care that they need.

This is inportant for everyone because one of the
chall enges we face as a society is a growng health
burden as well as probl ens, frankly, in our
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educational system that if they're not addressed over
time, that's going to erode the strength of our
country.

So I think we have to |ook as broadly as
we need to, but certainly look finely as well, but not
dism ss those systemic problens that interfere wth
the ability of people to receive care on the basis of
i ncone, education, and bi as.

| happen to be old enough to have grown up
in the South where ny famly drove 41 mles to see a
bl ack physician rather than go in a room that said
bl ack patients versus white patients. | define that
as bi as. My parents defined that as bias that they
woul d not accept.

So | think we have to be careful not to
try and dismss the factors in our system that do
inmpair the ability of our patients to receive the care
t hat they need.

COMM SSI ONER  YAKI : well, M. Chair, ny
second question was actually nore along those |ines.
I wanted al so to get the panel's reaction.

| don't tend to think that as much -- and
certainly I think a lot of you have affirmed that --
to the degree that there is at the mcro |eve
i ndi vidual discrimnatory decisions going on in somne
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physicians' mnds that |I'm not going to give this
person X or Y.

But the fact that these disparities exist
and that they are docunented and that they seemto be
consistent over tinme, whether it's wth native
Anerican health care, whether it's with the Mng
popul ati ons or whoever, an Asian Anerican w th Latino,
with African Anerican; there is, | think, as Secretary
Sullivan -- 1 call you by your highest title --
Secretary Sullivan --

COW SSI ONER GAZI ANO  Maybe he thinks one
of his other achievenents is higher.

(Laughter.)

COW SSI ONER YAKI: | just go by straight
protocol. That's how | was brought up.

But Secretary Sullivan seened to indicate
that there's still something amss, and the question
is now whether soneone is sitting there saying, well,
I"mgoing to stick it to this group or that group, but
nevertheless, it comes under resources, doesn't it?
It comes wunder resource allocations, where people
decide to put their resources, in what neighborhoods,
in what clinics, in what areas of further study for
resear ch.

And |'mjust wondering fromyour points of
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view where is it in that decision track that we still
keep comng up with the fact that there is a 60
percent we can't explain or attribute to this or what
have you. That to ne is the real core of what this
hearing is about. Because hopefully, we're mainly
past the tinmes when Secretary Sullivan doesn't want to
go to a roomthat says whites only and bl acks only.

But there's still sonething wong, and |
think we all recognize it, and the question is: what
is it? Because especially in the health care debate
going on right now, trenendous change is going to
occur. How that change will inpact what we currently
are still struggling with right now is going to be
very inportant.

Doctor, and then Dr. Satel.

DR.  PAM ES: | think you raise a good
poi nt, and one of the things that | would hate for us
to walk away from this neeting is that sonehow the
health care industry is sonmehow biased towards taking
care of patients, which it is not. I think the
overwhel m ng health care providers in this country try
to provide the best possible care and the nost
equitable care to all of their patients.

And 1've had the opportunity of working in
six different geographic regions and have net nothing
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but sone of the nost ethically and norally highest
i ndividuals in the country.

Having said that, we have to understand
that we all cone into this profession, the health care
profession, wth our own |ife experiences. Qur
decision making is based a little bit on that life
experi ence, and we have to nmake judgnents.

Sone of those judgnents are on our
interpretation, or at least our ability to figure out
whet her or not our patients will be able to carry out
certain treatnment plans or will be able to understand
certain treatnment plans.

So sonme of the decisions that are nade are
based on sone of those type of findings that goes into
that interaction. | wll say though one of the things
that you have to be concerned about is the average
interaction between a provider and a patient according
to various studies is between six and nine mnutes,
and when you add the issue of |anguage into that, it
creates even nore conplexities.

And having an interpreter doesn't solve
t he issue because one of the things | was finding out
initially was that famly nenbers were serving as
interpreters, and many tines the patients don't want
to tell their famly nmenbers what's going on, and so
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they have phone calls that you have to nake i nforned
decisions or call an interpret |ine.

So even those weren't found to be
adequat e. | think it speaks to a couple of issues
One is having to do with work force diversity, and
this is one of the inportant aspects of it that |
t hi nk you need to | ook at.

The second thing has to do wth the
overall poverty and educational level. Just by being
poor, you're likely to live six to nine years |ess
than if you were not poor. So those socia
determ nants are very, very critical

But then just as a uniformanswer, | think
we need to |look at health literacy as a bigger picture
rat her than just |anguage because nany of our patients
cone to our offices and our facilities with not the
best literacy understanding, especially when you're
tal ki ng about nedi cal jargon.

So | think we need to look at the
conplexity of the health care industry and put the
resources in all of the other areas that inpacts the
care of the individual rather than focus just on that
patient or provider patient information. We have to
utilize the entire service.

CHAl RVAN REYNOLDS: Conmm ssi oner Heri ot.
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COW SSI ONER  GAZI ANO, I think Dr. Satel

was going to answer.

CHAI RVAN REYNOLDS: Ch, sorry.

DR SATEL: Quickly, I think the answer to
your question is that we really don't know what makes
up a lot of that noise, and that's why | nentioned
that really at that fine grained level, you really do
need prospective studies and actually need the
soci ol ogi cal focus.

That may sound touchy-feely, but there are
absol ute ethnographic nmethods to standardize these
ki nds of encounters and follow them

As far as what is now referred to as the
cultural conpetency, | think that the physician is
clearly an inportant figure, but when it cones to
chronic illness and patients who have this |ifelong
burden of diet and exercise and when you're poor and
your life is chaotic, that's not always a priority.
So to have a relationship with what | call the halo
personnel, the nurses and even the secretaries in the
clinic, they're often the ones that patients have sone
of the best relationships with, but the nurses, the
LPNs and the PAs. Those are the folks who, again,
often draw from the conmmunity, too. They've the ones
who follow themup. They're the ones who engage them
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and again, with chronic care, which is so big of a
burden, that engagenent is really huge.

So that's where | would focus. Now,
that's a | ocal kind of thing.

COW SSI ONER  YAKI : That nakes Secretary
Sullivan's statistics on the shortages in those
categories even nore severe.

DR. SATEL: Yes, oh, definitely. | agree.

CHAI RVAN REYNCLDS:  Conmi ssi oner Heri ot.

COW SSI ONER HERI OT:  Thank you.

| just wanted to continue a bit down the
cultural conpetence area here. (Qoviously it seens to
me that cultural conpetence has got to be sonething
that is inportant.

On the other hand, there's a bit of a
tension between that and the studies of Dr. Chandra
and Dr. Bach. You would think that if cultura
conpetence is the root of the problem that the
studi es woul d have cone out differently.

| mean, it sound |like when mnorities are
going to the sanme nedical facilities that whites are
going to, you'd expect since those would specialize in
non-mnority patients, that they'd be the |east
culturally conpetent.

And yet if |1'm understanding correctly,
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where we're finding the problem is is not in that
area, but in the area where we'd expect greater
cultural conpetence because mnorities are going to
t hose doctors nore often.

So you know, regardless of who those
doctors are, they're getting repeat patients, and
you' d expect at least after a little while, they'd
becone nore culturally conpetent.

Is there sone way that this can be pursued
in your studies to figure out just how inportant the
cultural conpetence issue is? Because it really does
strike ne as a significant tension between what's
bei ng di scussed here and what we're actually getting
i n outcones.

| think it would be a travesty if we put
all of our efforts into devel oping cultural conpetence
if that's not the problem

DR CHANDRA: | guess ny response to that
is | guess | don't think that the world is being
either Mechanism A or Mechanism B, and so sort of
there's a role for both mechanisns. Wen it cones to
things like treating heart attacks and treating
stroke, it seens to be nore to the quality of the
provider, the quality of the hospital. Was this
hospital able to do angioplasty, rescue angioplasty
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within 45 mnutes of the patient being brought in?

That's going to determne survival a |ot
nor e. Now, when you look at sonething like the
quality of anbulatory diabetes care, we actually do
see disparities wthin physician provider networks,
which mght speak to a nunber of stories about
education and literacy and the potential benefit that
a patient perceived off a given treatnment, but it
coul d al so speak to cultural conpetency.

M/ only point was that the focus on
cultural conpetency is not going to yield the sane
ki nd of benefit as the focus on raising the quality of
anmbul atory care on the networks that serve mnority
patients. W'l get a lot of benefit from actually
focusing on the clinical encounter, but it's just
swanped by the fact that at |east when you're | ooking
at diabetes care, which is what we did, it |ooks like
again and again mnority patients are, perhaps because
of the way they live, going to providers that are
having real trouble delivering high quality care.

DR GRAHAM | think the right way to kind
of clarify this in terms of full spectrum is that
there are a variety of issues at play here, and |
woul d have to, and we have to not try and find a kind
of unilateral or silver bullet solution, but we have
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to understand all that is very effective.

So | think if you look at the data, quite
frankly, the spectrum of data, cultural conpetence is
very inportant, but | think if you |look at the full
spectrum of data, you also find nuch of what Dr.
chandra and what Peter have published of particular
i nportance as well and begin to understand that there
are quality of care issues in terns of delivering
care, but if it were just a linear situation where it
was just that, | think as Dr. Chandra pointed out, it
woul dn't be kind of a 60-40. It would be a 100
percent kind of correlation.

So you do see where the nunber is really
spelled to a confluence of factors, and being able to
understand all of those factors, and understanding the
i nportance of work force diversity within all of that
is truly what we're trying to get at in terms of
under st andi ng di sparity.

And | think, again, sone of the work that
Dr. Chandra and Peter have published has been
instrunmental in understanding the role of geography,
but then the full spectrum of data also points to
other factors that are also inportant, and | think
cul tural conpetency is one of them

DR, SULLI VAN: If I mght add a comment,
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one of the major problens in health care is conpliance
of patients with the instructions from the health
provider. W have a tremendous problem with |ack of
conpl i ance. Wthin the few weeks nmany patients, as
many as half may not be following their physician's
or ders. That is often based upon not understanding
what the provider has said or not trusting the
provi der.

And that's where cultural conpetence in
terms of better conmmunication, better ability to
understand the patient and the patient's values really
affects the health outcone.

DR. BACH May | answer that?

CHAI RVAN REYNOLDS:  Junp i n.

DR. BACH | just have a couple of things.
the first is I want to be clear, and |I'm going to
speak for Dr. Chandra, and he can junp in if he
di sagrees, but you know, it's difficult for wus as
researchers, if you will, who focus on sort of nuanced
distinctions like the one you just talked about, to
enphasi ze sufficiently that we still see the large
problem even as we drill down and elimnate possible
expl anati ons.

And so | can speak for Amtabh and nyself.

No one is sitting here suggesting that there aren't
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inmportant, large difference that are intolerable and
unconsci onable. What we are focused on is very mnuch
to your question: what is the right approach? Wat
are the nost strategically effective approaches for
elimnating or reducing things to the extent we can
within our constraints?

And so on the top of cultural conpetence,
you are absolutely right. The correct interpretation
of our data, given that we detect no difference in the
treatnment of blacks and white by individual doctors,
is that either the doctors are well matched to both
patient groups or that this cultural overlay is
uncorrelated, a different way of saying the sane
t hi ng.

On the topic of cultural conpetence, |
have sone questions and concerns, but | find the
concept sort of intriguing. The first is that there
is a general conflation between the notion of cultural
conpetency and health literacy and linguistic
conpetency, if you wll. | view those as somewhat
di fferent issues.

The issue of health literacy challenges
for patients are real and well docunented. Linguistic
gaps that patients suffer in mnmany settings. Dr.
Sullivan -- sorry; Secretary Sullivan -- nentioned a
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prof ound one, but those issues are often conflated
with the issue of cul tural conpetency wthin
[inguistic groups, and | think that that concept
currently lacks a sufficiently robust definition in
order for people like Dr. Chandra and | to study it.
And | also think it's uncertain, given the
lack of definition, how we address a cultural
conpetency shortfall if one exists. ['"m not sure
necessarily that enriching the physician work force
with mnorities and nenbers of other ethnic groups,
which is sonething I'd fully support, by the way, is

sonet hing that woul d necessarily address this gap.

And | do think it's inportant. I"'m a
physi ci an educat or. | teach at Cornell Medica
School . I have residents and fellows under ny
tutelage, if you will, when | see patients, and | do

think it is inportant to appreciate that nedica
schools are noving towards a culturally conpetence
focus within the curriculum and we should appreciate
that nedi cal education is a zero sum gane.

And the work of Dr. Chandra and ny work
and many other people, Dr. Mdenn (phonetic), the
groups at Dartnmouth and the rest, have denonstrated
prof ound gaps in clinical know edge anobngst doctors,
and work force regulations and other features taking
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away from an education environnent. W do have to
appreciate that every layer of denmand we put on them
academcally to enrich their ability in one area
necessarily takes away from sone ot her area.

And so | think we have to be very careful
that we don't take away the doctor's ability to read
an EKG in an instant, nor did they teach himto talk
to a patient about what's happening wth their
nyocardi al infarction.

So that's ny caution.

COMM SSI ONER  HERI OT: I've got one nore
guestion. You nentioned geographical disparities. Do
you have any research that tells wus what the
disparities are between not races but rural versus
subur ban versus urban residence?

DR. CHANDRA: Am tabh, do you want to take
t hat one?

DR. CHANDRA: It's interesting. That work
speaks nore to the enornous body of work that has cone
out of the Dartnouth Atlas Program at Dartnouth
Medi cal School, and what you see there is a strong
association from northern New England states, along
with States |like Uah and Mntana, which are able to
deliver what the Dartnouth people call hi ghly
effective care at not particularly high prices.
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And then there's a gradient noving down in

certain states, including California. So for the

purpose of this analysis, California |looks like a

sout hern state.

Ther e is a rural -urban di fference.

There's no question, and it's driven largely by a

handful of extraordinarily good academc nedica

centers that are in urban areas,

automatically the case that urban

but it is not

hospitals out

performrural hospitals. That's not true at all.

In general you also see

gradi ents which

are aligned in ways that we don't conpletely

under st and. There appears to be sone |inkage of

quality, and we can have a separate conversation about

what definition of quality | have

thinking about the sort of highly

in mnd. I''m

effective care

that's very cheap, like you know, flu shot for elderly

Medi care beneficiaries, nmanmograns,

after heart attacks.

beta bl ockers

If you | ook at those neasures of quality,

it also appears to be the case that areas of the

United States that have greater specialists relative

to generalists -- these aren't areas of the United

States that have nore specialists

in an absolute

sense. It's just that the conposition of the
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physician work force is kind of biased nore toward
specialists -- those are the areas that actually do
poorly in ternms of delivering high quality care.

Now, that may or nmay not be causal, but
you know, you asked nme a question about how does it
line up, and so there's sonething about the physician
work force. Even though given specialists my be
better at treating the particular condition that
they're trained to treat, it's possible that you have
sone fragnmentation of care that arises when you have
nore specialists involved in the care process. But
that is a process that has never formally been tested.

CHAI RVAN REYNCLDS: Vice Chair Thernstrom

VICE CHAIR THERNSTROM In the first
pl ace, thank you for com ng and | apol ogi ze for being
| ate. I must conme over tired. So I'm sw nm ng
underwater here a little bit.

But | do have one remark and one question

Well, | guess they' re both questions.

The whole notion of cultural conpetency,
frankly, brothers ne, and |let nme nove to another area
where there are anal ogous argunents made, that is, in
the area of education, K through 12 education, and
there's a lot of kind of chatter in the world for
educational literature on the question of whether the
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raci al gap in academc achievenent is due to
i nadequat e cul tural conpetence on the part of a |ot of
t eachers.

And the record here is very, very clear.
What determ nes educational outcones is the quality of
teachers by all the standard neasures. You know, what
were their SAT scores? Wiere did they go to college?

What do they know? Teachers can't teach what they
don't know. Too nmany of our teachers don't know very
much.

And it has nothing to do with anything one
would call cultural conmpetency or skin color, and
i ndeed, parents -- and this squares with the message
that one of you delivered. | can't renenber which --
parents don't care. | nmean, there's been a lot of
survey data on this. Parents don't care what the
color of their teacher is. They care about the
quality of their teacher in terns of the |essons that
are being delivered and the outcones.

Does the fourth grade teacher know any
mat h? The answer is usually no, and are the children
| ear ni ng any mat h?

And sone of the best schools that |'ve
| ooked at in places like the South Bronx in New York,
just desperately poor, overwhelmngly mnority places,
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are actually run by whites, started by whites. The

charter schools I've been particularly interested in,
and none of the parents care. | nean, what they know
about that school is it's teaching kids.

The whol e question of cultural conpetency
and how you define it really troubles ne, and then in
terms of -- and I'll go back to ny Bronx exanple -- in
terms of differences between care delivered in
different areas and the question was brought up, |
bel i eve, by Conm ssioner Heriot of rural versus urban.

If you go back to ny favorite school in the South
Bronx, there's a sign in the hallway, "Never Take a
Child to" whatever the local hospital is in the South
Br onx. Under no circunstances, and no teacher is to
go to that hospital

So this is in one city. This is not rura
ver sus urban. This is a huge difference in quality
bet ween hospitals, you know, a mle apart, and |' m not
sure what the reason is that you get such a
dysfunctional hospital in South Bronx in New York, but
I don't have any doubt that that nessage wi thin that
school has been well thought out.

So, you know, two questions. What do we
mean by "cultural conpetency"? And you know, are we
really zeroing in on sonmething that's ultimtely very
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i mportant here?

And the second question, of course, is
when you |ook at that Bronx Hospital, and what's
goi ng on?

DR.  PAM ES: If 1 could just comrent,
first of all, | think that there's a whole |ot of
information and literature com ng out now |ooking at
cultural conpetency in this culture and its inpact on
health care and health care outcone. | call vyour
attention to at Harvard Joel Betancourt's program
right here in Georgetown at the National Center for --

VI CE CHAI R THERNSTROM  And the definition
of cultural conpetency there is what?

DR PAMES: Wll, | think you can narrow
it dowm into two things. Nunber one is respect,
respect for the person's culture and the inpact that
person's culture has.

VI CE CHAI R THERNSTROM How do you neasure
t hat ?

DR PAM ES: You can neasure it how you
treat the patient, how you interact with the patient,
how your staff interacts with the patient. There's a
nunber of surrogates.

| think one of the things that we have to
do is to educate people on the role of culture. Ve
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have a very large and grow ng Sudanese popul ation in
ny part of the state, in Nebraska, as well as grow ng
Mexi can American popul ation, and there's no question
t hat | anguage, understandi ng sone of the aspect of the
culture, making sure that just sinply witing a
prescription or telling them what to do is going to
have them follow through, is really naive in the part
of the physician and the health care provider.

You have to understand who to conmunicate
with in the famly structure in order for them to
adhere to the treatnent plan.

VICE CHAIR THERNSTROM Isn't that true of
low incone white as well? | nean, | know a physician
who was running a clinic in a very low inconme white
area and finding exactly the sane problem

DR PAMES: Wll, that's why I go back to
under st andi ng and respecting those differences. It's
not a --

VICE CHAIR THERNSTROM Well, that's
soci al class difference.

DR PAM ES: Vell, I'"'m not sure if it's
social class difference. It mght be social class
difference, but it's nmuch nore broad if you |ook at
it.

My point was that there's an education
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that needs to be given to the whole issue of one's
culture and the cultural conpetency and provision of
good care.

Unfortunately though, recent reports show
t hat less than half of health <care academc
institutions actually have nandatory courses on
cultural conpetency. In fact, there has been a push
now in a couple of states, New Jersey being one of
them and a couple of other states have simlar
statutes, to require as part of your new licensure to
have sone continuing education on cultural conpetency
so you can understand a little bit better in terns of
provi ding the best possible care for your patients.

| would like to comment.

VICE CHAIR THERNSTROM Can | just
i nterrupt one second?

Look. If I just switch back to education
| think education courses in cultural conpetency, |
nmean, they are ripe wth ethnic and racial
st er eot ypi ng. They are really a disaster by and
large, and those courses worry ne as a consequence.
Maybe it's not true in nmedicine. | knowit's true in
educat i on.

DR CGRAHAM So let nme help answer that
guestion. So | think we're hearing sone good feedback
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from Peter Bach and some of the research that they' ve
done there. I would harken this group and this
Conmission to take a good look at the Institute of
nmedi ci ne. For those of you who are famliar wth what
the Institute of Medicine is and what the Institute of
Medi ci ne does, they pull together a group of nationa
experts in any particular topic area to really
i nvestigate and understand and be able to publish an
unbi ased, nonpartisan view on a particular topic.

One of the things that the Institute of
Medicine report back in 2002 highlighted was the
i mportance of cultural and |inguistic conpetency
obviously in health care, and I'mnot a teacher. So |
can't speak to education, but | <certainly have a
trenmendous anount of respect for teachers and the
i nportance of work force diversity.

One of the other pieces of data that we
can certainly read for yourself or wunderstand from
that very report is the inportance of concordance
between groups in terns of understanding and being
able to understand particular patients.

Now, here is where | think we kind of get
to the heart of cultural conpetency, understanding the
patient and being able to understand the culture.
That could be a poor white patient. That could be a
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rich white patient. That could be a H spanic patient.

That could be a Russian patient. It's about
under standi ng cul tural background of that patient and
being able to appropriate that in ternms of the health
care setting.

When we're t al ki ng about cul tural
conpetency, | think here we're specifically focusing
on race and ethnicity, but really what the broader
concept of cultural conpetency means is understandi ng
that particular patient and being able to rate that
pati ent.

Now, as a physician, | can tell you
reading EKGs are inportant, but patients care nore
when you care about them and understand their stories
and where they are comng from and one of the things
that | think, again, Dr. Sullivan alluded to in terns
of talking about sone of the work force data is this
idea that we trained our work force that is reflective
of our nation and reflective of what our country
represents is inportant not just in terns of
altruistic goals, but it's inportant in sone of the
heal th outcones that we can point to, and |'msure Dr.
Sull'ivan can answer sonme of those questions further.

DR SULLIVAN. If | can add.

VI CE CHAI R THERNSTROM Dr. Satel had her
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hand up.

CHAI RVAN REYNCLDS: Hol d on. Ckay. Hol d
on, folKks. Dr. Bach.

DR, BACH: ["m not on? Very quickly in
response to the EKG exanple, that wasn't an
arbitrarily chosen exanple. Data suggest that the
time to reperfusion in nyocardial infarction is nuch
| onger for black patients and process analyses in
enmergency roons and in cardiac cath |abs -- pardon ne
-- in places were people get reperfused have shown
that many of these steps have to do with indecision at
the point where data arrives, and so the reading of an
EKG is extraordinarily inportant if your interest is
in making sure that when blacks or other mnority
groups have heart attacks, they get reperfused at the
same rate as white patients going to high performng
institutions.

So it wasn't just a throwaway. |'ve got
lots of health care things that aren't throw aways.

CHAI RVAN REYNOLDS: Dr. Satel.

DR SATEL: Conm ssi oner Thernstrom is
right. | think that the definitions that |'ve seen --
| thought |I had one in here. |I'msorry | don't -- of

cul tural conpetence are mnd nunbingly vague, and the
di stinctions you nade between |inguistic conpetence
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and what | mght «call anthropological conpetence,
especially when you work wth unaccul turat ed
popul ati ons, you want to know what hone renedi es they
use. This kind of thing is extrenely inportant.

At its worst, cultural conpetency training
devol ves into a version of racial sensitivity training
with the stereotypes intact. 1've always wondered how
I"m supposed to treat ny black patients differently
t han white ones.

You had nment i oned t hough Joseph
Bet ancourt, and | have a quotation from hi mhere which
| think is revealing because what he really shows is
kind of what you said, which is that this is about
universal factors in dealing with other human beings,
in this case within the nedical setting, and it's a
very short quotation where he says that an enlightened
form of cultural conpetence that has "evolved from
impl enenting the principles of patient center care,
including exploration, enpathy, responsiveness to
patients' needs, val ues and preferences."”

And that's on an individual basis, and as
you said, to respect that in all individuals, but this
kind of group based ethos is very hard to translate
into a clinical setting.

CHAl RVAN REYNOLDS: Dr. Sullivan.
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DR SULLI VAN Yes, M. Chairmnman. I'd

just like to -- I"'msorry. Wen we speak of cultura

conpetence, this is not sinply racial or ethnic. A
good exanple of cultural conpetence is today half of
the nedical students are wonen. Wen | went to
medi cal school, this was less than five percent. The
presence of wonmen in medicine has helped to inprove
wonen' s health care because there are nmany efforts of
conmmuni cation, trust, conpliance, et cetera, that many
worren do feel nuch better having a woman physici an.

It doesn't nean that the male physician is
inconpetent, but if the patient is reticent in
conmuni cating, and we heard earlier about translators
using famly where the famly doesn't translate
everything, it really is a two-way street.

So in ny view, cul tural conpet ence
includes that sort of thing. I think we are nmuch
better off because today we have wonen health
prof essionals as well as nen, because they can in many
cases when sone wonen are reticent to share intimte
details of their nedical care, they can do that wth
wonen and they get better care.

That S one exanpl e of cul tura
conpet ence. It has nothing to do wth race or
ethnicity.
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CHAI RVAN REYNOLDS: Ckay. At this point

I"d like to thank you. This has been an informative
exchange.

COMM SSI ONER GAZI ANO I t hi nk
Conmi ssi oner Tayl or.

CHAI RVAN REYNOLDS: Oh.

COM SSI ONER TAYLOR: I will be brief. I
know we're on a short schedule here. W have a second
panel .

I want to thank everyone for com ng.
First of all, I want to encourage and since C-SPAN is
here the press to actually read the transcript and shy
away fromtaking the blunt instrunent approach to this
issue that | see taken so often, ready to |abel any
disparity as a result of active bias or discrimnation
because in ny viewit is a nore conplex picture, and |
t hi nk that has been borne out today.

| am concerned that what | hear that
mnorities are clustered anobng a certain nunber of
physicians, and that's what | hear, and I'm not a
physician, but | come to this in mny ways as a
consuner, and so | want to know why there isn't nore
of a discussion about this clustering and why black
folks aren't told that the outcone in l|arge part
depends upon where you're going, and by the way, we're
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all going to the sane place with a bad outconme. Wy
isn"t sonebody telling us that?

| have a great concern about that, and you
know, it's not hard to document and chart. Let's put
it on the chart. Let's show where black folks are
going, other mnorities are going so | can tell ny
folks to go other places where the outcones are
better.

So I"'mgoing to leave on that point, and
if nothing else cones out, | am thrilled that that
cane out today.

Thank you all for com ng.

CHAI RVAN REYNOLDS: Ckay. Vell, there's
nothing left for ne to day other than thank you very
much, and let's take a five-mnute break and start the
second hal f.

(Appl ause.)

(Whereupon, the foregoing matter went off the record
at 11:26 a.m and went back on the record

at 11:42 a.m)

CHAl RVAN REYNOLDS: Very good. Let's get
started.

The speakers on the second panel wll
di scuss specific research and projects dedicated to
closing gaps in cardiovascular health of specific
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popul ati on groups. The following experts wll
participate in the second panel.

Dr. WIlliam Lewis is on the National
Steering Commttee for the Anerican Heart Association,
with the @uidelines Program He is an Associate
Prof essor  of Medicine at Case \Western Reserve
University and Chief of Cinical Cardiology at Metro
Heal th Medi cal Center in O evel and, Onio.

Next we have Dr. Herman Taylor. In 1998,
Dr. Taylor arrived in Jackson, Mssissippi to lead a
| andmar k Jackson study, the |argest popul ation based
study of heart and related diseases ever undertaken
i nvol ving African Americans. They study both sought
to answer questions about cardiovascul ar disease risk
within the black community and also provided
historically bl ack col | eges and uni versities
experience and | arge scal e epi dem ol ogi cal research.

Dr. Taylor is also a founder of Heart to
Heart, a nonprofit organization that provides cardiac
surgical services for children from the devel oping
wor | d.

Then we'll hear from Dr. Barbara Howard.
She is the senior scientist and forner president of
MedStar Research Institute. She currently holds
faculty appointnments in the Departnent of Medicine at
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CGeor get own Uni versity and t he Depar t ment of
Bi ochem stry at Howard University. She is past chair
of the American Heart Associ ation  Counci | on
Nutrition, Physical Activity and Metabolism past
chair of the Nutrition Commttee of the American Heart
Associ ation; and past chair of the Nutrition Study
Section of the National Institutes of Health.

Her major research interests are in

cardi ovascul ar disease, particularly in relation to
di abetes and its occurrence in diverse ethnic groups.
Her current research projects include a strong heart
study, a multi-center study of cardiovascul ar di sease
and its risk factors in Anerican Indians, and a study
of the genetics of coronary artery disease in Al askan
Eski nos.

Then finally we have Dr. Bruce Siegel, who
has served as co-director of the Robert Wod Johnson
Foundat i on Quality | mpr ovenent Col | aborati ve,
Expecting Success, Excellence in Cardiac Care. He is
a research professor and a Director of the Center for
Health Care FEquality in the Departnment of Health
Policy at the George Washington University School of
Public Health and Health Servi ces.

At this time we will swear you in. Please
swear or affirm that the information that you have
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provided and will provide is true and accurate to the

best of your know edge and belief.

PARTI Cl PANTS: | do.

CHAI RVAN REYNOLDS: Very good. Ckay.
Let's get started. Everyone will be limted to ten
mnutes, nore or less, and we will safe the QA for

the end. So let's start with Dr. Lew s.

DR LEWS: On behalf of the Anerican
Heart Association, the American Stroke D vision, and
the nore than 22 mllion volunteers and supporters, |
want to express ny appreciation for the opportunity to
address the U S. Commission on Cvil Rghts and to
share information regarding our efforts to reduce
health disparities involving cardiovascular disease
and stroke.

Addressing health care disparities and
improving health care quality are high priorities for
the American Hear t Associ ati on. Gven the
fragnentation in the health care system on average
Arericans receive the care recomended by evidence
based gui delines only about half the tine.

However, racial and ethnic mnorities and
wonen generally receive even lower quality treatnent
conpared to their counterparts. Cearly, al |
patients, but especially patients of color and wonen,
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need hi gher quality care.

In our short tine today together, | wll
focus ny di scussi on on t he Anmeri can Heart
Associ ation's innovative quality inprovenent program
with the qguidelines. Quidelines in cardiovascul ar
di sease and stroke are published by the Anerican Heart
Associ ation and are the result of critical analysis of
studies on treatnents proven to be beneficial to
patients. Adherence to these guidelines inproves
pati ent outcones. Unfortunately, the treatnent of
cardi ovascular disease is conplicated, and the
treatnment of patients nust be a teameffort.

For exanple, a patient with heart failure
may need as many as 15 Cass | treatnents or tests
This care nust be organi zed and coordi nat ed.

In 2000, the Anmerican Heart Association
| aunched the Get Wth The GCuidelines Program that
currently focuses quality inprovenent for three
condi ti ons: coronary artery disease, heart failure
and stroke. The program provides mul tiple
interventions to help inprove the care provided to
patients and hel ps providers adhere to evidence based
guidelines for treating and preventing these common
condi tions.

Provi ders obvi ousl y remai n free to
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custom ze the care provided to each patient, but the
evi dence based recommendations for these diseases
refl ects noncontroversial aspects of care that are
supported by a wealth of scientific evidence.

The conmponents of the Get wth the
Qui delines Program include the follow ng. First, a
Web- based patient nmanagenent tool that permts real
time i nput of data regarding each patient.

Second, a clinical deci sion  support
function which insures providers that they all
consider the recomended aspects of care for each
pati ent.

These are remi nders, if you wll.

Three, a real tinme benchmarking function
which allows individual physicians and hospitals to
conpare their statistics wwth a variety of performance
measur es agai nst | arge databases providing statistical
averages for a variety of provider types. In some
cases, nerely providing accurate physician |evel data
t o physicians pronotes inprovenent in adherence.

Four, educational materials are provided
for wuse by physicians, nurses, patients, famly
menbers and other caregivers. The Anerican Heart
Associ ation provides targeted educational nmaterials
for individuals froma variety of cultural backgrounds
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witten in a variety of |anguages.

Fifth,

tools are often provided to help

providers conmmunicate with community-based providers
regarding their patient's care and any recomendati ons
for followup. This inproves the transition fromthe
hospital to the out-patient setting.

Sixth, this program also functions as a

r obust clinical registry that permts further
scientific evaluation of the effectiveness of specific
intervention and the progress nade in inproving care,
including the analysis of the quality of care and
clinical outconmes on the basis of race, ethnicity and
gender .

Taken in conbination, these elenments form
a program that has been shown through extensive
scientific study to inprove adherence to evidence
based guidelines and to reduce di sparities anong
vari ous subgroups of patients. In particular, | wll
hi ghli ght four observations fromthe clinical data in
the Get wth the Guidelines Program

First, Gt with the Qidelines has
denonstrated substantial narrowing or elimnation of
racial and ethnic disparities in health care services
provided within hospitals and upon hospital discharge
for patients wth

coronary artery disease, heart
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failure and stroke. In fact, the clinical outcones
for mnority patients in hospitals participating in
the Get with the Guidelines Programare at | east equa
for black and H spanic patients in conparison to their
white counterparts.

In a prelimnary analysis of 20,000
patients in the Get with the Quidelines heart failure
nodul e, Yancy and col | eagues denonstrated that African
Anerican and Hi spanic patients receive equitable care
conpared to white patients. Additionally, in hospital
nortality was actually lower for African Anerican
patients. Additional prelimnary analysis of over
230,000 patients in the Gt wth the GQiideline
coronary artery disease nodule denonstrated that
adherence to guidelines inproved in both wonen and
ol der patients, and while slight disparities exist
between nen versus wonmen and older versus younger
patients, in baseline analysis these gaps narrowed
over tine.

Nunber two, Get with the Cuidelines has
enhanced the transparency of I ssues i nvol vi ng
disparities in health care on the basis of race,
ethnicity and gender. At the mcroscopic |level, these
data hel p individual physicians and hospitals address
disparities in their own care on a case-by-case basis.
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At the macroscopic level, the Get Wth the

Quidelines clinical registry is now providing a rich
source of data that highlights ongoing needs to
address disparities in care. This data on health care
disparities anong patients wth coronary artery
di sease, heart failure and stroke is being reported in
the new American Heart Association 2009 statistical
update and will be published in future articles and
updat es. Before we can elimnate these health care
disparities, we nmust first measure and hi ghlight them

Thi rd, Get Wth the Cuidelines has
permtted the study of health <care disparities
involving additional interventions and technol ogies
beyond the <core performance neasures originally
captured in this registry. For exanple, this registry
has been wused to study and identify significant
disparities in the use of cardiac devices, such as re-
synchroni zati on t her apy and i mpl ant abl e
defibrill ators.

In a study of nearly 34,000 patients
admtted to 228 hospitals between 2005 and 2007, using
the Get with the CQuidelines heart failure program the
use of cardiac re-synchronization or CRT therapy was
anal yzed. One of the major findings of this study was
that CRT use varies by age, race, hospital site, and
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geographic location. CRT use was |ess conmmon in bl ack
patients conpared wth white patients, and this
disparity is particularly concerning because African
Anerican patients have a higher incidence of non-
i schem ¢ cardionyopathy which has been shown to be
associated with greater rates of response to this CRT
t her apy.

Additionally, African American patients
are nore likely to devel op advanced synptonatic heart
failure and have a higher rate of rehospitalization.

Fourth, participation in the Get with the
Qui del i nes program has been enbraced by many hospitals
t hroughout the United States. These hospitals val ue
the significant benefits of participating in this
pr ogram Currently there are 1,525 hospitals using
the Get Wth the Quideline prograns. The | argest
nunber of these hospitals, 1,300, participate in the
stroke program Approximately 1,000 hospitals
participate in coronary artery disease and heart
failure prograns, and this is about a third of all
hospitals in the United States.

Participating hospitals are a diverse
group of large, small, academc, community and rural
and urban hospitals located in every state.

In  sunmary, at the Anerican Heart
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Associ ation we believe that each person in the United
States should always receive high quality care
regardless of race, ethnicity, gender or other
factors, and that the pronotion of evidence based
clinical guidelines will help insure that all patients
recei ve appropriate care.

The use of continuous quality inprovenent
tools that include decision support, such as that in
Get with the CGuidelines, help to translate practice
guidelines into the consistent use at the patient
bedside and minimze clinician bias that can lead to
di sparities.

As has been denonstrated by research, the
CGCet with the GQuidelines programis a powerful tool to
inprove patient care at the bedside. Using the
registry function of this program we are able to
bring greater transparency to the issues of health
care disparities in cardiovascul ar di sease and stroke
with neaningful scientific evidence from high inpact
publications wusing the Get wth the Cuidelines
regi stry data.

As we extend our focus on quality, the
opportunity exists to use quality as a gender blind,
race and ethnicity blind, and age blind strategy to
reduce treatnent gaps between groups of patients and
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optimze outcones for patients wth cardiovascul ar
di sease and stroke.

| thank you for inviting me to present to
the Conm ssion and we'll entertain the questions that
you have.

Thank you.

CHAl RVAN REYNOLDS: Thank you, Dr. Lew s.

Dr. Tayl or.

DR. TAYLOR  Thank you very much and thank
you for the invitation to be here today, and | thank
you on behal f of Jackson State University, Tougal oo
Coll ege and University of M ssissippi Mdical Center
who are the hone for the Jackson heart study.

| do have slides. They will illustrate
points, but if you can't turn around and | ook at them
I think the text will cover ny points adequately.

Since the larger terrain of the topic
health disparities has been well covered by several
speakers on both panels, 1'll restrict ny remarks to
specific results of ny group's research principally
from the Jackson heart study and sone reasonable
inmplications of that research

The Jackson heart study, as has been said
is the largest single site longitudinal study of
African American cardi ovascul ar heal th undertaken thus
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far and sponsored by the National Institutes of
heal t h. Qur study is wunique in its capacity to
exam ne psychosocial, nutritional, netabolic, and

genetic influences on cardiovascul ar disease. W wll
also be able to conpare our data wth suitably
desi gned studies in other ethnic groups.

The Jackson heart study, it should be
renmenbered through ny presentation, is a work in
progress. So much of what | say will describe early
results. Also it should be noted that the Jackson
heart study does not treat its participants. It is an
observations | ongitudinal study.

To tell you what | will be telling you, ny
main points will be the foll ow ng:

One, early results from our st udy
dramatically confirm the high risk for cardiovascul ar
di sease anong African Americans in the United States,
particularly in Jackson, Mssissippi. In the specific
instance of hypertension, a |I|eading cardiovascular
risk factor, increased |levels of awareness, treatnent
and control of hypertension have been achieved within
t he Jackson African American conmmunity.

The i mprovenent, nunber t hr ee, in
treatnment and control of hypertension is encouraging.

However, because of the nuch higher occurrence of
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hypertension and other CVD risks conpared to other
groups in the United States, di sparities in
hypertension related norbidity and nortality wll
persist, and for efforts to prevent hypertension and
t hese other cardiovascular risk factors are critica
to a strategy to elimnate di sparities in
cardi ovascul ar heal th.

Next slide, please.

W recently conpared the rates of obesity
of all -- next slide -- of the all African Anerican
Jackson heart study with rates in the Fram ngham heart
study, a long running and well renown study of
cardi ovascul ar disease in a white American popul ati on.

Jackson heart participants were twice as likely to be
obese. Severe obesity, that is, obesity with a BM
greater than 35, was alnost three tines as high in the
all black study, ours, the Jackson heart study.

The data shown are for younger people, but

t he ol der group had sim/lar patterns.

Next slide

It's interesting to note -- and this is a
conplex slide, but I wll tell you what it says in
particul ar. Hypertensi on and di abetes increased with

each increase in BM, which is basically weight
adjusted for how tall you are, in both Jackson and
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Fram ngham

It's also of interest that anmong nornma
wei ght participants, the percentage of hypertension
was nore than three and a half tinmes higher in Jackson
than in whites in Framngham and the ratio of
di abetes was six times higher in blacks of norma
wei ght .

Next slide.

The mnmetabolic syndrome is a cluster of
risks that is gaining increased attention. These risk
factors tend to cluster together, and they increase
the risk of diabetes, a najor epidemc in Anerica and
cardi ovascul ar disease. It is diagnosed when three or
nore netabolic disorders out of the list of five occur
si mul t aneousl y.

Qur anal yses denobnstrate that, first,
extraordinarily high netabolic syndrone preval ence
exi sts anong our cohort. Among those age 35 to 84,
nearly half of the wonen and over a third of nen have
nmetabolic syndrome. The national average is about 25
per cent. These rates obviously suggest continued
future differences in diabetes and CVD. Not ably the
preval ence of netabolic significantly declines wth
hi gher househol d i ncone and educational attainnment.

Next slide, please.
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Hypertension is likely the single nost
treatabl e and control | abl e ri sk factor for
car di ovascul ar di sease. However , controlling

hypert ensi on, which we define operationally as
reduci ng bl ood pressure to | ess than 140 over 90, is a
problem for rmany Anericans, particularly African
Aneri cans. There are national reports of w dening
disparities in the success of hypertension control
bet ween bl acks and whites.

Control rates are nuch | ess than desirable
on the national Ilevel for African Anericans, and
actually this is seen in the future in the text.
Nati onwi de while 70 percent of whites who are treated
for hypertension gain good control, only about half of
African Americans do.

Data from the Jackson heart study on the
slide denonstrate data that are in distinct contrast
to the national data. The percentage of African
Ameri cans who have hypertensi on who are under contro
in our study is exactly the sanme as the national
average, which is about 70 percent.

Therefore, national data show a persi stent
gap in hypertensive control rates. However, the
Jackson heart study carries a hopeful nessage that
under sonme circunstances equal rates of hypertensive
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control are possible for blacks and white.

But is attaining equally good hypertension
control rates between the races enough to elimnate
disparities in hypertension related disease and death
bet ween t hese two groups?

Despite favorable control rates in
Jackson, high levels of cardiovascular disease and
death persists anong blacks. The latest surveillance
data are distressing. The incidence of heart attacks
during 2006 showed a 65 percent higher rate anong
African Anerican nen than whites. Anong bl ack wonen
there was a threefold increase in the nunber of heart
attacks during that year, and this data is from the
nost recent survey of a sister study of the Jackson
heart study called Eric.

Stroke rates for blacks were nore than
double for whites. These data are occurring in a city
whi ch has the Jackson heart study as a reflection of
what's going on in the city where hypertension contro
rates are actually as good as the national average.
The disparity persist and these data suggest anong
other things that major gaps can remain between the
groups despite the effective treatnment of a nost
i nportant cause of disease.

One of the nessages of such data is that

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE,, NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

117

good health <care alone wll not resolve health
di sparities. Health care nobst often happens after
sonething goes wong or a high risk situation
mani fests itself, whether that situation is an
elevation in cholesterol or a catastrophic heart
attack.

W nost often discuss disparity solutions
by focusing on inproving care for established disease,
and this is critically inportant. It cannot be over
enphasi zed.

However, what |'m enphasi zing here is that
we need to focus on understanding and addressing nore
upstream i ssues. W need to answer the question why
do bl acks have nore hypertension, diabetes, obesity,
those things that set the stage for the disparity.

Wen we ask and answer these questions and
apply the appropriate preventive interventions, we
will have a greater chance of elimnating disparities
in actual health, inprovenent in the quality and
availability for care for African Anmericans s
absolutely necessary, but not sufficient to raise
health standards to the level of the majority
popul ati on. W nust address nore fundanental causes
of disparate health status.

In short, a much nore aggressive approach
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and clear attention to prevention nust be, wll be

required if there is to be an elimnation of

disparities in health as is called for

in Healthy

Peopl e 2010. Much of the expertise in these fields

lies in the fields of nutrition, behavior,

psychol ogy,

and soci al epidem ology, and sonme of that was covered

in this norning's panel, and Drs. Pames, Chandra and

Satel all in turn addressed these issues, but just to

briefly review, issues surrounding the food supply

characteristics, the anmount of calories

average Anerican takes in, particularl

Anericans and other mnorities, directly

health status. Salt intake, dependence on

and other issues regarding eating outside

that the
y African
tie into

fast foods

the hone;

physical activity levels at school, workplace, in the

nei ghborhood, and to what extent does

envi ronnent encourage optimal levels of

activity?

And finally, the burden of

the built

physi ca

per si st ent

discrimnation either in a personal, institutional of

envi ronnent al

In conclusion, the bottomline,

| believe,

is that in order to elimnate disparities in

hypertension related death and disease,

we nust

provide equitable treatnent across raci al and
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soci oeconom ¢ lines and we nust decrease the nunber of
African Anmerican that become hypertensive in the first
pl ace. If we are to reduce or elimnate the
disparities in cardiovascular disease in general, we
nmust educe the nunber of persons who develop the |ist
of risk factors discussed at the beginning of this
presentation.

Qur research and that of others strongly
suggest that a nulti-pronged approach is inperative.
One, equalization of awareness access and appropriate
utilization of care; two, investnent in research to
further define the basis of higher risk factor |evels
anmong ethnic mnorities; and three, use of prevention
efforts that go beyond health care institutions into
the societal mlieu; these are critical to resolving
Anerica's ethnic health disparities.

Health equity cannot be achieved w thout
bal anced attention to risk prevention and treatnent.

CHAI RVAN REYNOLDS: Thank you, Dr. Tayl or.

Dr. Howar d.

DR. HOMRD: Thank you.

M. Chai r man and menber s of t he
Commi ssion, | amhonored to be invited here to talk to
you about the project that |'ve been able to be

involved with in the Anmerican Indian comrunities. I
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hope that what |I'"m going to tell you wll shed sone
light on the issue that you are confronting and
perhaps strategies to begin to deal with it.

W started 22 years ago with a project
called the Strong Heart Study that was funded by the
National Heart, Lung and Blood Institute, and we have
been working all of this time under sone basic tenets
that | think are rel evant here.

One is that we have worked in full
partnership with the communities, receiving input at
all levels for our activities and with imediate
feedback to the comunities of the results so that the
data would help for education about health problens
and translation into conmunity prograns.

The second nmain goal was that all of our
staff and nore and nore of our investigators are
Arerican Indian. This is a group where there has been
a lag in education, as was discussed previously in
terns of health care. Thirty-two years ago there were
only 25 or 30 Anerican Indian physicians. Now t here
are many, many nore, and |'m happy to say we've got 31
total American Indian physicians and scientists who
worked on this project, and | can assure you that nany
of them will be happy to work wth you in your
del i berations as you conti nue.
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The first project, the Strong Heart Study,

is a population based survey. As it was nentioned
bef ore about Census data, there is nuch diversity in
Anerican Indian communities. W've worked in 14 of
them but wthin each comunity, these conmunities
have Census data. So we have a population based
sanple, and we were able to provide sone solid data on
i nci dence rates of nmajor chronic diseases, and we were
the first ones that actually pointed out to a |lot of
people's surprise that the rates of cardiovascular
di sease, both heart attacks and strokes, are higher
than the rest of the U S Actually the stroke was
higher than the data for blacks in the US. from
NHANES, anyway.

So that | think that the paradigm that's
occurred in this population is a lack of really
awareness on the part of providers about the
exi stences of sonme of the chronic diseases.

Now, you mght be wondering. Thi s
popul ation, of course, is nuch snmaller than African
Anerican and Hispanic and Asians in this country, but
the data we have have turned out to be extrenely
relevant to nost of our ethnic mnority groups
because they have shown what | call an epidemc of
obesity then |eading to an epidem c of diabetes, then
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|l eading to an epidem c of cardiovascul ar di sease, and
that is happening all throughout the U S and the
world now, and so that is why | believe these data are
rel evant.

And as | said, we worked closely with the
conmuni ti es. As soon as we began to discover that
these rates were high, the health care providers did
becone active and put nore attention into being aware
of the possibility of cardiovascular events. Al so our
data that pointed to a nunber of key risk factors like
chol esterol and blood pressure that people used to
think were low in these communities and we didn't have
to worry about them now have becone a major focus.

The second project stemed out of the
first one, and it was actually a clinical trial funded
by the NNH, and that was to really test bl ood pressure
in lipid |owering, cholesterol |owering strategies and
their potential effect preventing, the cardi ovascul ar
di sease that was occurring in the people wth
di abet es.

And that did show a nunber of things,
first, that we were able to reach and maintain
targets. Now, you heard from the previous speakers
that one of the problens is we know what should be
done about controlling bl ood pressure and chol esterol,
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but very few patients in this country are reaching the
goals they should in all ethnic groups, but to nore
extent in mnority groups.

W set up a systemin very rural settings
were very primary care, not your ideal nedical centers
or settings for step-wise algorithnms to actually treat
the cholesterol and blood pressure and bring it to
targets, and we trained non-physician providers to
deliver these algorithns, and they, of course, had the
back-up of appropriate specialists when needed, which
wasn't all that often

And through that we were able to reach not
only standard targets for LDL, cholesterol and bl ood
pressure, but nore aggressive ones because that's what
our study was doi ng.

But it's not the results of this study
that are as inportant to you as, | think, know ng that
we're never going to have enough specialists and high
| evel nedical providers for all of the diverse rura
and inner city areas that we've got to treat, but by
devel oping appropriate algorithns and guidelines and
strategies, and by training the care providers who
cone from those comunities, one can achieve a lot in
terns of care.

The third thing we've been doing is
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concentrating on younger people with what we call our
famly study, and this, | think, is the nost sobering
data we've cone up with yet, and this is occurring in
ot her ethnic groups as well. There's a spiral. As
obesity and di abetes occur in a popul ation, they begin
to occur at younger ages, and as you know, we have a
great concern with obesity levels in our young peopl e,
even in the schools, and this is true in Indian
communities, and in fact, then we are seeing
occurrence of diabetes and other cardiovascular risk
factors |ike hypertension and abnormalities in cardiac
function that we're able to neasure at a nuch earlier
age.

So | think the comunities we work wth
are beginning to focus nore and nore on the young
people in ternms of trying to prevent this spiral that
|'"ve tal ked about of obesity, diabetes, cardiovascul ar
di sease, and so we've, of course, been giving our data
to themas we get it in that effort.

W al so have nore investigators, and they
actual |y happen to be our Aneri can I ndi an

i nvestigators, focused on the psychosocial aspects of

what is leading to lack of proper prevention
activities on the part of the people, leading a
healthier Iife style and then taking <care of
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t hensel ves once disease is diagnosed. W are finding
high levels of depression and other psychologica
neasures that clearly inpede a person's ability to
take care of thensel ves.

And sonetimes these are not severe |evels
that would require a person prescribing major drugs
for depression or other psychosocial disorders, but
paying attention to the things that are bothering
people and the other aspects of their life, finding
that that in turn can lead to people taking better
care of thensel ves.

So in sunmmary, ny nessage is you need the
science to get the high quality data so that you can
be sure about what di seases we have and don't have in
each ethnic group in this increasingly diverse
country, and then secondly | think just like wth
research, any kind of care devel opnent, any paradi gns
or changes you nmake need to be done wthin the
community and with full commnity education so they
under stand what the problemis and what changes may be
possible to inprove their health

And then the inportance of identifying
barriers to adherence to prevention and treatnent |ike
psychosocial barriers, as well as all of the economc
ones that were discussed earlier today.
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So | thank you again for the tine and
we' || be happy to answer questions.

CHAI RVAN REYNOLDS: Dr. Howard, thank you.

Dr. Siegel.

DR SIECGEL: Thank you, Conm ssioners for
inviting us all here today. I|I'mdelighted to be here.
| realize I'min a difficult position. [|'m probably
the one thing standing between everybody and [ unch.
SoI'"lIl try to exercise sone brevity. | wll be using
slides today and will use sone nunber of them

| am here to talk to you today about the
Expecting Success hospital collaborative, which was
focused on reducing and elimnating disparities in
health care, specifically cardiovascul ar care.

If | could have the next slide, please,
next bull et.

Expecti ng Success was funded by the Robert
Wod Johnson Foundati on. It was the first ever
col | aborative undertaking by a group of hospitals to
elimnate disparities.

Next .

It was built on the Institute of
Medi ci ne' s unequal treatnent.

You can click through actually sonme nore,
which is evidence based care to pronote equity and
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reduce disparity. W heard earlier about the 1OM the

Nati onal Acadeny of Sciences. Its landmark report in
2002 really highlighted the issues around health care
disparities and the fact t hat every Anerican
regardl ess of race got high quality care at the right

place and the right time we shouldn't have disparities

in care

Next bull et .

Expecting Success was focused on inproving
cardiac care for African Anmericans and Lati nos. Ve

focused on this population because they are the
| ar gest mnority popul ations, and we certainly
realized there were disparities and issues for others.

Next .

And we focused on heart attack and heart
failures specifically, the nobst common and | argest
di agnoses for heart disease and areas where we know
there are large disparities in both health as well as
health care for mnorities.

Next .

The major pieces of it were threefold.
The first was a standardized collection of patient
race, ethnicity and |anguage data. "Il talk nore
about that using a new tool kit that's available from
the Health Research and Education Trust.
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Secondly was using quality inprovenent
techniques in these hospitals to raise the bar on
quality.

And third, which was perhaps the nost, |
guess, dramatic innovation, was on a nonthly basis to
neasure quality neasures that hospitals are famliar
with, but to do it by patient race, ethnicity, and
| anguage, to actually conpare within the hospital the
care given to different popul ati ons.

Next slide.

These are t he ten hospital s who
participated in the Expecting Success collaborative.
They were chosen through a conpetitive process. I
should nmention that Herman Taylor was one of our
reviewers in our National Advisory Conmttee. One
hundred and twenty-two hospitals applied.

They were a wi de range of places. Del Sol
Medical Center is an investor-owned hospital in H
Paso, Texas, a conmmunity hospital wth 80 percent
Latino patients. W had the Wshington Hospital
Center here in D.C., which is one of the |[argest
providers of cardiac care primarily to blacks. W had
Duke University Hospital, a major academc health
center, a wide range of places so we could show that
this could be done in a wde range of places across
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the country.

Next slide.

The first step, and this is a key el enment,
was collecting accurate data on patient race,
ethnicity and |language. Wiy is this inportant? Most
hospitals in Anerica collect this data. They do it in
a relatively haphazard fashion. Most of them don't
believe it's reliable. They use different categories
even within their own organization sonetines, how to
categorize patients. It really is a very sort of
random event .

And if you're really going to neasure
quality of different populations, you need to know who
belongs to what ©populations in order to nmake
conpari sons.

One of the first key positives in these
ten hospitals was to no longer |look at a patient and
deci de who they were. Instead you ask them are you
Bl ack, are you Wite, are you Asian? What do you
consi der yourself? Are you Latino, are you not a
Latino? No nore eyeballing instead you ask them for
the patient’s to report to the mmjor change to the
practice at these hospitals that would be at nost
hospi t al s. This put a lot of anxiety in these
organi zations, anxiety as to whether registration
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staff would want to ask these questions and woul d feel
confortabl e and whether there would be issues with the
conmmunity being asked these questions. | can say in
retrospect a much greater issue in terns of anxiety
than it was in actual inplenentation. Al of these
hospitals were able to do this. They educated their
staff. They educated their community. 1'Il talk in a
second about how they did that, and were able to
successfully collect this data with really a mninum
of push-back.

These hospitals now know who their
patients are. Let me give you one exanple. W had
one hospital whom we visited and early on in the
project told us, you know, "Qur population is really
bl ack and white. W know who people are here in our
comuni ty. W don't have many issues around Latinos
in our comunity because there are so few. "

As they went through this process and
started asking their patients, they realized that they
were registering 500 Spanish speaking patients per
nmonth in their hospitals. If you don't ask the
guestion, you're not going to know.

Next slide, please.

This is an exanple of one of the tools
that we developed in the collaborative. This was a
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poster that was also used as tent cards in the
hospital cafeterias, this one in Spanish basically
sayi ng we ask because it matters to us. You know, why
are you asking these questions? "Preguntanos porque
nos inporta,” and it was really part of the canpaign
trying to educate patients and people working in
hospitals said why are we asking questions about race
and ethnicity. It wasn't because we were trying to
excl ude sonmebody, but because we wanted to provide the
hi ghest level of care for all the people in these
or gani zati ons.

Next slide.

W also had a focus on quality here. W
wanted to raise the bar on quality for all the
patients in these hospitals, not just the one group.
The three thenes were making sure that people got
evi dence based care; so, for instance, mnaking sure
there were standard orders in the hospitals so that
when a patient was admtted with a condition, they got
everyt hing they shoul d get.

The second was redesigning sonme processes
i ke making sure that patients who were admtted with
a heart attack were quickly taken to the lab for
reperfusion, as was nentioned earlier.

And third, working on a discharge process.
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These patients are going hone, alnost all of them
What's going to happen to themafter they wal k out the
door? And so educating them on how to take care of
thenselves is a critical piece.

Next slide.

This gives you an exanple of one of our
hospi t al s. The disparities they saw frankly shocked
them early on. They found that their Hi spanic
patients were lagging far behind their non-Hi spanic
patients in terns of percent of themgetting di scharge
instructions before they went honme, which is a key
qual ity indicator.

By knowing this and then really using
quality inprovenent techniques, they closed that gap
over the course of the project. Everybody gets
di scharge instructions at this hospital.

Next slide.

Anot her critical thing we |ooked at was
how patients fared across all the organizations when
you lunp the data together, and this shows the
disparities between patients getting all of the
recommended heart attack care they shoul d have gotten.

At the beginning of the project it was
about an 11 point gap between black and white
patients; at the end of the project, about a seven
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poi nt gap. Everybody got better. The gap got smaller

but still persisted.

Next slide.

Wen we |ooked at Hi spanic versus non-
H spanics on this measure, we saw a sonmewhat different
pi cture. Again, H spanic patients lagged in our
hospi tal s behi nd non-H spanic patients. By the end of
the col |l aborative, everybody had inproved and the gap
had been narrowed considerably from about 11 percent
to about a two percent gap

Next slide.

Wien we |ooked at people getting heart
failure care, again, blacks versus whites, we saw a
gap of about six percent with blacks |agging. By the
end that rate had i nproved, but that gap persi sted.

And finally on these slides -- next slide
-- when we | ooked at heart failure care for H spanics
versus non-Hi spanics, we saw quite a significant gap
initially, and that gap was essentially elimnated by
t he end.

Now, let take the point and just nention
one thing about these slides. These differences we
see here weren't because necessarily these hospitals,
you know, were treating blacks and whites differently
or Hi spanics and non-Hi spanics differently in their
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hospi tal . It was also because the care at hospitals
that are predomnantly black or Latino was not where
it should be, and by raising the bar for all the
patients in these hospitals, you saw sone of these
gaps narrow.

Next slide.

Bottom line, these gaps can be closed.
H gh mnority hospitals can dramatically inprove care.

This is a big issue for many people. W don't think
this cannot happen. W think it can happen.

Ve t hi nk it al so forces t hese
organi zations through a journal of self-exam nation.
What's going on at ny institution when | have
disparities? Is it about bias? |Is it about what's
going on in ny energency roon? \Wat are the factors
t hat caused this?

And finally, yeah, we inproved care within
hospitals, and we're very proud of that, but what
happens after these patients go honme? That's really
the great unknown to us because many of these patients
are going honme to nothing at all in terns of any kind
of organi zed system of care, and we are very concerned
that even though we have been closing disparity of
care in the hospitals, the disparities open up a
yawni ng chasm after they go hone.
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Next slide.

A couple other things. This is a frequent
i ssue we're asked about. This kind of data collection
on a patient's race, ethnicity and |anguage is |egal.

As a mtter of fact, at Ilast count, about 22
hospitals now nmandate this. Massachusetts has the
nost aggressive mandate in this area

Medi care is supposed to start collecting
this data within the next two years under a |aw that
was passed last year. W're waiting to see what the
Secretary does about regul ations.

It is legal to report this data for
quality inprovenment purposes, and the only exception
is that there are sone states where this data cannot
be collected at the time of application for insurance
coverage. That's the one caveat here. For the nost
part, this is very legal and in sone states now a
mandat ed process.

Finally, last slide, the stinmulus bill of
2009 has started to talk about sonme of these issues.
So HT systens, there wll be conputer systens in
hospi t al s. They will be eligible for stinulus
funding. W're going to have to start addressing the
i ssue of how they collect patient race, ethnicity and
| anguage data and use it for quality. It is actually
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witten in the bill. W await what the different

conmttees that have been set up under the stinulus
bill will do to actually inplement this, but these
t hi ngs have now real ly cone of age.

Agai n, many thanks. | appreciate it and

| ook forward to your questions.

CHAl RVAN REYNOLDS: Ckay. Wwell, 1'd like
to thank all of the panelists. You lived up to ny
expectations that | delivered during the break. At
this point 1'd like to open up the floor for

guesti ons.

And since Dr. Lews has an engagenent,
let's direct our questions toward himinitially.

| was under the inpression that you had a
flight to catch.

DR LEWS: Vell, | do, but | think I'm
good.

CHAI RVAN REYNOLDS: Ckay. Well, if that's
t he case, then questions?

(No response.)

CHAI RVAN REYNCLDS: Ckay, good. Let the
chai rman start.

What's going on in urban hospital s? In
the first panel and with you, | have heard several
comments that point to a quality issue in urban
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hospi t al s. Are we talking about is it due to the way
it's financed? Is it the credentials of the doctors
and the training of the doctors that work at these
hospital s?

| suspect that it's going to be a
conbi nati on of factors, but 1'd like to hear from you
fol ks.

DR, Sl EGEL: I"ve been offered up, |
think, as the first respondent.

| think there's a nunber of things going
on, and | don't think it's uniform | think there are
sone urban hospitals treating |large nunbers of
mnority patients, sonme public hospitals doing a great
job, and if you look at the information they generate,
they' re as good as anybody in the country.

However, that's not uniformy the case,
and there are gaps. | think there's a couple of
t hi ngs going on here. | think part of it is where
those organizations are being sufficiently supported
financially and have the wherewithal to have the
systens in place to provide high quality care and the
training and the |ike.

I also think it's a question of
| eadership. Quality is really in many ways about the
| eadership of the organization taking it seriously,
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and | don't think the |eadership is necessarily worse
in sone of these organizations, but | think sometines
the | eadership situation is nore unstable and because
of financial issues you may see higher turnover. You
may see people coming and going. You see challenges
that the organization has which |leads to turnover at
l[ittle nore senior |levels sometinmes and even soneti nmes
perhaps in the nore junior levels as well, and that
goes back to resources. And that can, | think, have a
profound inpact on the quality that these places are
able to provide.

CHAI RVAN REYNOLDS: Anyone el se like to?

DR LEWS: So, again, with the guidelines
program we don't see trenendous differences between
urban and rural hospitals, and the reason is likely
because those hospitals are conmtted to quality care
when they actually enroll in the program So it's a
l[ittle bit hard for me to comment in that regard.

CHAI RVAN REYNOLDS: Ckay.

DR TAYLOR And | tend to agree w th what
Bruce has said, that the environnent for sonme big
inner city hospitals is a very busy one. People feel
a lot of time pressure. The |anguage issues have
already been alluded to and that there is possibly
much greater ethnic and |anguage diversity in the
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inner city hospitals.

Resources are an issue, and | think all
taken together it can be a bit of a perfect stormto
create a situation where an individual's care m ght be
subopt i nal .

CHAl RVAN REYNOLDS: Dr. Howard.

DR HOMRD: | think | can add to this not
fromny work in the Indian communities, but from ny
role when | was part of the MedStar Hospital System
| eadership, and that is at least for the MdStar
hospitals in the cities, the ones that are having
trouble are the ones where there's not enough | ocal
clinical care for the wunder served. So they are
presenting to the energency room for things that you
or I would go to our physician provider to get taken
care of.

That, given the funding situation, creates
a load on these hospitals that trickles into really
all of these functions.

CHAl RVAN REYNQOLDS: Conm ssi oner Heri ot,
did you have a question?

COW SSIONER HERIOT:  I'm still thinking.

CHAI RVAN REYNOLDS: Ckay. Comm ssi oner
Gazi ano?

COMM SSI ONER  GAZI ANO, And this relates
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both to Comm ssioner Taylor's comments at the end of
the last panel and, | think, your comment, Dr. Lews,
that those institutions that commit thenselves to high

quality can nmake sone big inprovenents.

Wiat can we do or what -- | don't know --
can public policy mnmakers do -- I'm not sure
Conmi ssioners are on the right Commssion -- to

advertise which institutions are doing a great job,
whi ch need inprovenent, which you should keep your
rel atives away fron?

And the hope would be that, first, nore
institutions would have the incentive to join sone of
these innovative prograns that several of you have
been tal king about, and others is that our |oved ones
will stay away fromthem Maybe sone of themw |l go
away.

This is really for any of you all on the
panel . What role is there in just educating? | can
i mgi ne sone friction, some cross-purposes in, you
know, institutions not wanting the success rate to be
exposed, but it's an inportant consuner information
poi nt to nake.

DR LEW S: So that information is
avai l able. So you go to, you know, the CVS Wbsite on
Hospi tal Conpare, and you can |ook at what your
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hospital's conpliance rate wth various paraneters
are, and in this nonth you'll be able to |ook up 30-
day nortality rates for heart attack care and for
heart failure care, as well as readm ssion rates.
Those data are going to be avail abl e.

So there is a way for people who are
interested in how their health care will happen. They
can | ook that up. The problem is that when you're
devel oping chest pain in the mddle of the night you
don't go to the Website and say, "Were should I go?"

So the idea behind these Wbsites is that
hospitals will bring thensel ves up. They' re
enbarrassed by |looking bad, and they want to do
things, and that's why they thenselves was to get
i nvol ved in prograns such as these.

COW SSI ONER GAZI ANO Vel |, maybe we can
help draw attention to that data. How long has it
been general ly avail abl e?

DR LEWS: So we originally did sone
analysis of the first tw quarters of 2004. So there
have been data now for about five years.

COMM SSI ONER YAKI : There are actually a
nunber of consuner groups who actually do put that out
there. | have seen in California a lot of times press
rel eases have cone out to talk about which hospitals
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have the best survival rate for cardi ac care.

COW SSI ONER GAZI ANO 1" ve heard sone of
t he advertisenments | ocally.

COW SSI ONER  YAKI : They're not ads.
They're actually news stories that come out with the
r anki ngs.

COMM SSI ONER GAZI ANO.  Sur e.

CHAl RVAN REYNOLDS: Dr. Siegel.

DR SI EGEL: I would just add to that |
think that it is great that this information is out
there now, and a lot is through Medicare and the
Hospi t al Conpare Website. Most consuners don't know
about it, and I would argue that the Wbsite has not
been sufficiently pronoted, nor is it as user friendly
as it mght be. So it's not easy to navigate.

And | think about ny nother who is 93
years old and is a user of hospital services. | don't
think she would have the ability to go there and find
information that could help her, you know form an
i nfornmed choi ce.

So | think in the policy arena we have to
really push to make this data not just present, but
really available and, you know, user friendly,
although |I agree part of the process here is al so just
having the hospital thenselves look at it and know
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they may not | ook that good and sort of react to that
and i nprove their own care.

The second thing | m ght add to
Conmmi ssioner Yaki's coment is that there is a |ot of
data out there now on these sorts of issues not just
fromthe federal governnent, and to sone degree that's
good, but it's a doubl e-edged sword. Sone of it you
don't know where it conmes from You don't know what
sort of black box was used to make these conpari sons.

It's a very confusing |andscape, and | think it needs
sone clarity in addition to just getting the word out
there that it's not avail able.

DR TAYLOR  And | think, too, that over
reliance on Internet based information may be an
i ssue. I think there's evidence of a shrinking
digital divide between the haves and have nots, but a
| ot of people that we're nobst concerned about raising
their health status are also the very sane individuals
who may have inpaired access to Internet based
i nf ormati on.

DR. HOMRD: And there are two scenari os.

The hospital is there when there is an acute event or
problem but the things that are going to really in
the long run inprove the amount of chronic di sease are
the out-patient services that do diagnostic and

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE,, NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

144

preventive and treatnent for things |ike diabetes and

hypert ensi on.

And a lot of times the people who have the

bi ggest problem really have very little choice on

where they can go. |'m speaking fromwhat | know here

in DC in

comuni ti es.

the inner city, but also out in Indian

You know, there's only one or two places

where they can go.

foll ow up?

woul d al so
about, the
poi nt, the

al so needs

CHAI RVAN  REYNCOLDS: Wuld you like to

DR SIECGEL: Just one brief followup. |
add, | think, that what we're talking
quality of hospitals, to Dr. Howard' s
quality of physicians is sonething that

to be understood in the community, and

there's really very little information on that out

there now,

and there are sonme prograns like the

Aligning Forces for Quality program at the Rober t

Wod Johnson foundation that's trying to get that

i nformati on out.

i ndi vi dual s

| have some involvenent in that, so that

In communities have not only information

about hospital, but about the anbulatory care and the

chronic care in their conmmunity. Because for nost

people, that's the bulk of the care, and if that care

(202) 234-4433
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is better, we wouldn't need to have this discussion
necessarily to the extent that we are now about what
happens in the hospital. W'[d keep people out of the
hospi t al

CHAI RVAN REYNCLDS:  Conmi ssi oner Mel endez.

COMM SSI ONER  MELENDEZ: Yes. Thank you
agai n for being here.

Dr. Howard, you referred to, as we heard
before, there are not enough survivors, you know,
nati onwide, and you referred to a success in
devel opi ng procedures and training for non-physicians
who can work in under served comunities maybe in
preventive type heal th neasures.

Can any of you comment nore on that, what
we can do al ong those |ines?

DR HOMRD: Yes, and | think sonme of that

is being done in places like the Indian Health
Service, for exanple. For many of the chronic
di seases like di abet es and hypert ensi on and
chol esterol problens, overweight, it doesn't need a

subspeci al i st position to do t he day-t o- day
managenent . In fact, as many of the previous
panelists pointed out, people often will listen nore
to the nurse or to the aide who they happen to know or
who they feel nore famliar wth.
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But these lower level providers need to
have very careful guidelines drawn up for them of what
to do if the patient has this |evel of blood pressure,
what you should do next, and sort of a step care
approach, and then those need to be devel oped by the
hi gh |evel physicians and overseen by them and the
primary providers need soneone to turn to because
there are cases that don't fit the neat al gorithns and
need t he expert advi ce.

But the best exanple | know is up in
Al aska. Most Eskinos, you know, live in villages
1,000 mles fromany of the care hospitals, and they
have what they call community health aides who are
usually wonmen who probably finished high school, who
have received a lot of training, and they have |arge
not ebooks with algorithnms of what they should do if
the person cones in with synptons of anything fromthe
flu to their diabetes problens.

And then they communicate nmainly by
tel ecomunication wth the providers in Nonme or
Anchorage, and then the physicians nmake visits perhaps
weekly or at intervals. But they do a decisively good
job of managing a | ot of these problens.

CHAI RVAN REYNCLDS:  Conmi ssi oner Yaki .

COW SSIONER YAKI:  Yes. This is for Dr.
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Si egel .

| was just sort of struck by the one about
the inprovenment rate that you showed in your study,
but the other thing that kind of struck ne was that
sone of the deltas remained the sane, especially in
ternms of the African American. Everyone went up, but
that delta renmained, whereas wth the Hispanic
conmmunity that delta kind of closed.

WAs there any explanation or any data or
specul ations as to why one delta kind of remained the
sane and the other one closed up, although everyone's
overal | nunbers went up?

DR, SI EGEL: That's a great question
W're not sure, honestly, and we're trying to
understand that now. And the data | showed is
relatively new, and we haven't been able to sort of
dive in and understand what happened in each hospita
under that dat a.

W think -- | want to be careful here --
we think that it just may have been that sone of the
hospitals in our sanple who had larger Latino
popul ati ons may have started at a sonmewhat |ower |eve
internms of quality and inproved nore.

Now, whether that reflected sonething
about those hospitals or whether it was sort of the
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randommess of the sanple we had -- it's only ten
hospitals -- we're not sure. So we're trying to
under stand that.

I do think in furtherance of your
guestion, you know, a lot of us in this field argue
about this. You know, will a rising tide lift all
boats --

COW SSI ONER YAKI:  Right.

DR SI ECEL: -- to the sane level? And
we're not yet sure that it will, and | think this may
indicate that those gaps can persist even though
you' ve raised the bar on quality in a dramatic way.

CHAI RVAN REYNOLDS: Dr. Siegel, culture
plays a role. For exanple, in the South food, food
choices, whether exercise has been inbedded as a
routine in an individual's lives. Unless we deal with
those issues, isn't it likely that we would have
di sparities?

The exanple you just discussed, yes, we
can have inprovenent, but there are these other
factors that will -- that unless the other factors are
dealt wth, then the disparities, while they my
close, will remain.

DR SI EGEL: Absol ut el y. You know, we
have focused on, you know, a piece of the health
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system and sone woul d argue a narrow, though expensive
pi ece of the system what happens in hospitals. But
by no neans should that be interpreted as being that
there are not disparities across the entire spectrum
of individual's experience as opposed to what the
heal th system may do or not do.

And | think that everything fromwhat goes
on while literally the child is in the wonb through
early acculturation and environnmental exposure and
what behaviors are learned, all the way through to the
care system and what happens after the care systemin
terms of potential rehabilitation and the I|ike; you
can find disparities at every level which have a
critical inplication for what happens afterwards.

So you know, we have focused on a slice of
it, which is inportant, and perhaps we focus on it
because we can neasure it and control it, but there
are other things that absolutely have to be addressed
as wel | .

DR. TAYLOR  You know, conparisons to the
problens in education were alluded to earlier or used
as an exanple that mght be illumnating for health
care, but | think it is absolutely critical to do what
we're doing in terms of equalizing utilization and
appropriate care for all peoples within the U S,
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But to only focus on health care and try
to get an outconme on health, | think, would mss an
i mportant part of the equation. It would be sort of
like trying to inprove education by focusing on the
ninth grade. You can inprove literacy by focusing on
the ninth grade rather than sonewhere further upstream
like first, second or third.

A | ot happens before nost peopl e encounter
or seek to encounter the health care system and it's
there where we need to really rem nd ourselves that a
bal anced approach that includes prevention as well as
t herapeutic intervention needs to be taken if we ever
hope to close this gap in a substantive way.

CHAI RVAN REYNOLDS: Conmm ssi oner Mel endez.

COW SSI ONER MELENDEZ:  Yes. Barbara, you
said sonething about barriers to adherence to
prevention and treatnent and developing comunity-
based prograns to address these barriers. What did
you actual ly nmean about barriers?

DR HOMRD: Well, as you can tell fromny

background, |I'm not a social scientist, but from what
I"m learning from ny colleagues -- and this is true
again in all ethnic groups, not just Indians -- that

many aspects of the person's state of mnd influences
whet her they're going to be receptive to either eating
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properly or being active or taking their nedication
et cetera.

Ohe way to deal wth this is wth
community based prograns. In Indian Country, talking
circles are used sonetinmes and people talk about their
i ssues and how they feel because they were told they
had high bl ood pressure or diabetes, and by that kind
of approach it builds their self-confidence that,
yeah, maybe | can do sonething about this. It isn't
all out of ny control.

And those kinds of approaches are being
as | wunderstand it, tried in other comunities, and
they've got to be very community specific; that
talking circle mght be the exact wong thing to do in
an Asian community, for exanple, but getting people to
take charge of their health and believe that they do
have power to inprove it and what their own barriers
are is the kind of approach that these conmunities are
starting to tal k about.

CHAI RVAN REYNOLDS: kay. Comm ssi oner
Tayl or.

COW SSI ONER TAYLOR  This will be for Dr.
Howard. On the earlier panel Dr. Satel nentioned that
black nen rarely have Medicaid unless they are
disabled. Wiile Mdicaid has to cover famlies wth

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE,, NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

152

dependent children, is this sonething that the
community health centers that you're tal ki ng about can
help fill that gap, that it's not dependent on having
that Medicaid status, that you can get health care
coverage or health care services regardl ess of your
i nsurance status?

DR. HOMRD: Yeah, | m ght not be the best
person to answer that, but what | do know from this
stuff we've run here in Wshington is, yes, that a
nurse or any kind of a staff person when they know
what services are available to people without
i nsurance, when a patient cones in, they can guide
them into enrolling. They help them fill out the
forms and sign up so that they are eligible, and that
is sonething that the local clinical can do and could
then help people who have no coverage to, you know,
properly get coverage and inproved care.

| think one of you who works in a |ocal
clinic in the city mght be able to answer that
better.

CHAIl RVAN  REYNOLDS: Ckay. Any ot her
guesti ons? Yes, Conm ssioner Heriot.

COMM SSI ONER  HERI OT: ["m still on the
first panel, speaking about the epidem ol ogical
studies that were being discussed there, and the
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notion that cultural conpetence didn't seemto be what
was going on since you' d expect the doctors involved
and the health care providers that were specializing
in mnorities to be nore culturally conpetent.

W nentioned a bit here on quality of
doctors. |I'ma law professor, and | get a good sense
of where the nost talented | aw students go to practice
aw and what drives that narket, but what drives the
nmedi cal market? 1Is there any nmechani sm that mght be
attracting, you know, the nore talented doctors to
hospitals, or not just doctors, nurses --

CHAI RVAN REYNOLDS: Money.

COW SSI ONER HERI OT:  What's goi ng on?

DR TAYLOR Vell, if | start, | think
what attracts doctors to a particular locale or
practice environment would be quite parallel to what
attracts ot her professions to their particul ar
| ocati on. Qovi ously conpensation is near the top of
the list, but I think a |ot of physicians do | ook for
a sense of purpose in what they do as well.

And | think that you --

COMM SSI ONER  HERI OT: And just for the
record, | didn't want to suggest that |awers
congregate all towards noney. There are great |awers
found everywhere, but they congregate in certain
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spot s.

DR. TAYLOR R ght, right, but I think --
and maybe other panel nenbers can nodify or correct
this -- but 1 think, you know, doctors tend to
congregate where there are, agai n, where the
conpensati on is right, wher e t he cul tural
opportunities are good, where education for their
children can be high quality.

So again, | think it's really a reflection
of the Anerican dream for doctors as it is for anyone
el se. Il think it takes a special individual to
intentionally go to an area that is depressed or
deprived in sone substantive way.

Sone people go back to where they started
from you know, and are happy to establish a clinic in
the delta in M ssissippi because they feel a
particular sense of commtnent, but then there are
chal | enges when you are renotely |ocated to continuing
education, to perhaps even the education of your
children, things that, again, mght intimdate or
di scourage a lot of physicians from distributing
evenly across the geography of the United States.

CHAI RVAN REYNOLDS: Dr. Siegel.

DR SIECEL: | would agree with everything
that Dr. Taylor nentioned. | would add a coupl e of
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t hi ngs maybe. | think part of it mght also be the

access to technology for your patients. Are there
tools there which, you know, you think are necessary,
which are easily accessible? 1Is lifestyle?

M wife is a pediatrician, and she has
spent a year working in an inner city environnent in
New York in a very under served comunity, and she
felt insecure in that environment, personally insecure
for her safety at tines, and eventually left that
environnent. So that can be a challenge also in terns
of that issue.

But the one |I also want to add is | think
we need to be careful. I'd love to hear from all of
the first panel about saying that, you know, if the
physicians are working in this area are bad or in this
community and ot hers are good.

| say that because |'ve seen very bad
nmedicine practiced in very affluent, non-mnority
settings. W know very little about the true
nmeasurenent of quality of physicians. W are at the
outset of that now and we're trying to sort of nove
that agenda forward, but it's really not quite there
yet.

And there are instances in under served
communities that we can point to |ike many of
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Anerica's comunity health centers where really high
quality medicine is being practiced.

So I think we need to step back a little
bit before we cone to certain conclusions about what's
happeni ng.

DR. HOMRD: And | would add that, again,
just as there are good |awers, there are bad | awers
ever ywhere, too.

DR LEWS: If I can add to Dr. Siegel's
position on this, you know, when you look at it,
physicians in general are, you know, reasonably
educated in terns of guidelines. 1In one study | ooking
at under st andi ng of t he nat i onal chol ester ol
gui del i nes, you tal ked to physicians.

N nety-five percent of them knew what the
chol esterol guidelines were, but when you | ooked at
their patients, only about 18 percent of them were
actually treated to goal .

So this is a real system problem It's
not necessarily a physician education problem

CHAIl RVAN REYNOLDS: kay. |If there are no
nore questions, |'d like to thank the panelists.
You've provided sone great i nformati on, and |
appreciate the fact that you' ve carved tinme out of
your busy lives to partici pate.
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COW SSI ONER  YAKI : Now just save sone

lives.

(Laughter.)

DR. HOMRD: Not me. | just wite papers.

(Laughter.)

CHAI RVAN REYNOLDS: Thank you very much.

(Appl ause.)

CHAl RMAN REYNCOLDS: Let's take a break of,

say, 45 m nutes.
(Whereupon, at 12:51 p.m,

was concl uded.)
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