DISCUSSION 3
DR:  FREEMAN:  Thank-you very much.  It was very impressive work. Ed, over the last nine years, I have two questions.  What is it, in your opinion ,that makes the poor Black woman not do as well as the poor White woman?

DR.  PARTRIDGE:  You know, it is later.  They do not get screened as often, so we see that.  So they are not getting screened.  When they present, they present with later stage disease, and that leads to high mortality.  No question about it.

Now, why does that occur?  You know, I think it is most related to poverty and low education.

DR. FREEMAN:  Both, is there more poverty in the Blacks?

DR. PARTRIDGE:  There is more poverty in the Blacks.

DR. FREEMAN:  Deeper poverty.

DR. PARTRIDGE:  Deeper poverty.

DR.  FREEMAN:  More poverty.

DR. PARTRIDGE:  And less education even in the Black compared to the White populations.  I suspect Gil is right.  If we just looked at poverty and education level, we would not see any difference between White and Black.  It is just that in the South the Blacks are more likely to be poor and more likely to have a low education.

Now, you know, that comes from a 400 year history of being brought from East Africa to the South and everything that has gone on related to that.  That is part of it.  So it is deep rooted but, you know, I am reasonably convinced that the community definitely wants to something about it, and there are members of the community that will step up to the plate and begin to make a difference.

Now, what I think is important is in order to continue that momentum of getting the community involved, not only at a partnership level, but at an individual level, is going to take some commitment from the agencies that are interested in this happening, also.  Because I do not think we can sustain the effort with what we have right now.

It is going to take some commitment of resources, partnership, and I am not sure it necessarily takes more money, although it might, but it takes some change in policy and what people think is important and belief in the ability of the people that are in these communities to make a difference.

DR. FREEMAN:  Ms Fouad brought up a very, very important discussion.  So you believe that it is the depth and the extent of poverty between Black and White that drives this.  If you were going to – you have done a lot of work and I congratulate you and you are continuing to look deeper, which you need to, but if you were to say what can we do now, you have people around the table from CMS, you mentioned agencies can help. From what you know right now and without further research, is there anything that you would advise that we should do either at the agency level or something that you have done that could be exported to other parts of the country related to what you have done with no further research?

DR. PARTRIDGE:  I think that one thing that has to be done in the absence of universal insurance, in the absence of universal insurance then agencies like the CDC are going to need to expand their early detection program into other cancers.  I am focused on cancer right now.  Prostate and colon, and provide screening for underserved populations.  So if we cannot pay for it, we are never going to get it done so it has got to be paid for in some way.  And, you know, I am biased a lot by the community health worker concept.  You know, I have spent eight years of my life doing it so it is ingrained in what I do.

I would like to see that process institutionalized into agencies that are devoted to health care disparity elimination.  What I mean by that is that it becomes a line item in their annual budget that they have trainers that can go out and recruit and train community individuals to be part of the extension of the health care system.

The American Cancer Society does that with volunteers.  They pay staff that recruits volunteers to raise money and to do a little bit of cancer control activities in the community.  So the model is out there.  Why can’t the American Cancer Society have it as a line item that they pay for staff to involve people in underserved populations in part of the health promotion?  Why can’t the public health department do that?  The public health department has as one of its missions to serve the underserved.  Why wouldn’t that be a line item in the annual budget of health departments?  So those are a few things.  

I do not know that we can eliminate poverty overnight.  I think that is a problem so I have never – I am not much of an advocacy person.  I hate to go to the legislature, which is not good but it is just not my thing.  Other people do that.

DR. FREEMAN:  So you think there is a need for universal access to care is a part of the solution.  There are 40 million uninsured people.  Are you suggesting that those people need to be insured to solve this problem?

DR. PARTRIDGE:  Well, that will not solve it alone, Harold, and we are absolutely – I mean, the fact that cervical mortality is what it is in Alabama in spite of free pap tests for 24 years says that money is not the solution to the problem totally.  It is going to require commitment from individuals who are touched by this problem to make a difference.  And if you could add money to that willingness to do that then it is going to be great, we have got a chance, but money alone is not the solution.  It would help a lot, but it is not the solution.

DR. FREEMAN:  Your community health workers looks like a really good idea.  What happens at the point where this community health worker who is a lay person working in the community, where she picks up a person who has a problem that needs treatment, what happens?  Do the community health workers go into that part of it, the health care system?  But what happens there?

DR. PARTRIDGE:  We are piloting – you saw that.  It is called the CHAAP program, Community Health Advisors and Action Program.  They have been trained to refer, navigate, and case manage.  A pretty extensive program.  We took the cream of the crop of our community health advisors, have trained them further, and what they are trained to do is to take a woman from their community so they know her, she knows them, and move them through a complicated system.  Is that going to work?  I have no idea.  We think it will, but we are piloting that.

DR. FREEMAN:  Let me ask you a question on that.  I have a little experience in this area.

DR. PARTRIDGE:  Yes.

DR. FREEMAN:  What we have found in Harlem on that particular point is that the person who picks up at the point of the finding, like the abnormal pap smear that needs to have a biopsy or whatever, or breast biopsy in that disease, needs to know the medical care system through which the patient must go, number one, and needs to be connected to the people who make the decisions within their particular financial as well as being a person who is culturally competent.  So that is what we have found so far.

I think the community health worker is very similar to what Gil Friedell talks about quite a bit, and I think we do have to make a distinction between that which is very important and whatever is necessary to get somebody through the health care system once they have say, a positive for cervical cancer.  Those are different points of different knowledge.

DR. PARTRIDGE:  They are different.  The other thing that I think –

DR. FOUAD:  Can I say something please. We do not want to under estimate the community volunteers and the training because some of those are actually retired nurses and retired teachers and they live in the rural communities. And before a patient goes to the hospital and finds that person that is navigating in the hospital that is knowledgeable, she has to get the link from her rural area to go to that person, and they can be level of navigations in referral and case management.  That patient is going to listen first to that community volunteer who is there or even go with her, drive her to that hospital or the care.  And with our pilot although it is just starting we are seeing that those breast cancer patients are even, like now trying to get them a little bit separated because they are dependent, they are depending, getting to dependend on those volunteers now, but those volunteers are learning and bringing the physicians from the community to meet with them.  They are going and visiting to the clinics but still because we are talking about rural communities.  Before a person goes to an urban hospital she needs to get to her physician to follow up on a positive pap smear or a mammogram which they never do.

DR. FREEMAN:  One question, this is a unique opportunity for you, I want you to tell Jim Marks what the CDC needs to do and I want you to tell David Greenberg what CMS could do, and I want you to tell David Stevens what HRSA could do, from your perspective.  They are going to talk later but I want to hear you tell them what you believe, whether it is right or wrong.

DR. MARKS:  Let me ask my question.  Do you pay your community health workers?

DR. FOUAD:  Yes and no.  We do not pay them.  We give them incentives and we have thought too much about this.  One thing we wanted to give the trust of the community and the community and academic institutions, they are – especially in Alabama – we have some issues of trust.  So we felt like if we hired them they are going to become UAB employee and we do not want to do that.  We do hire county coordinators but the community health advisors get some kind of reward and incentive to cover the transportation and just their time.  We feel like if we ask them to do more they need to get some compensation but for now they are still volunteering but I think if we ask them to do more work we should give them something back.

DR. FREEMAN:  Talk to Jim Marks about this.

DR. PARTRIDGE:  I think the CDC through health departments could promote institutionalizing the concept of health workers.  That is one thing.  In the absence of universal insurance you are going to have to advocate for providing preventive services to underserved populations, that don’t have it.  The comprehensive cancer plans is a great idea.

DR. MARKS:  Will it draw on state money?

DR. PARTRIDGE:  Do what?

DR. MARKS:  Will it draw money from the states?  Will the state legislature get behind this?  Will they use it?

DR. PARTRIDGE:  It is going to depend on the, it’s a state by state issue, I think.

DR, SUMAYA:  Well, we can show you it is going to save money, in the health care system.

DR. MARKS:  Well, I think that is asking too much.  We do not ask that of our well-to-do populations.  We want to buy health and we want to buy health as cheaply as we can, but we want to buy health.

DR. SUMAYA:  I agree but the community health worker is kind of aside from the traditional health professionals and I think it is going to need an extra push to get into its rightful role..

DR. FRIEDELL:  (Not at microphone.)  It costs money and we have examples.  I do not want to interrupt with Ed’s talking but at some point I would be glad to tell you about the paid community health advisory program and the paid patient navigator program and I think there are examples of how it does work.  I am sorry, Ed.

DR. McPHEE:  We have one as well.  We have one as well.

DR. FREEMAN:  Go ahead.  That was Jim’s question.

DR. MARKS:  Well, I think a couple of things that I would – that are important here.  First of all, you are showing the impact of a community health approach that is separate from changing the levels of medical service, and that is important.  Our, we would love to be able to cover more people than we can afford to now.  We do see the cancer plans.  Their success is going to be related to two things.  One is bringing more people to the table.  You have done some of that already because you have got some efforts but it is also going to be drawing local resources to cancer because if we do not get that…,the federal government is going to be able to support cancer work locally, by itself.

Community health workers, the training is great.  I am always bothered by the fact that we ask for volunteers from the poorest communities and we pay for the workers from our well-to-do communities.  It does not seem to be right there, but at another level that can be a step up to giving them real power in their communities and I think when that will happen we will have a much more powerful intervention even than what we have now.  We are hopeful that the resources that REACH brings to the purpose will further show that we can narrow the gaps.

DR. PARTRIDGE:  In the short term for CMS it would be nice for them to provide at least in the states that we are going to be focusing on cervical cancer, like in my case, Alabama and Mississippi, to provide at no cost, preferably, data on the cervical cancer screening so that we can do the same kind of block data with cervical cancer that we do with breast Because the data is really available for breast, because it is a special project.  We need that same thing for cervix.

We might consider paying for extenders to do screening.  I mean, right now if a physician extender does a screening service there is no pay.  It is crazy.  He or she is not paid for that, so that would be something to consider.

DR. FOUAD:  You know, one other topic when I was talking about screening and CDC has done great in providing that, I think the other detail of problem is the follow up and quality of care.  And that is really very important for us to know how we are going to get to this to ensure quality of care and ensure that these women are followed because we can screen as much as we can screen, but I do not think it is fair after these women are screened.  We cannot ensure a follow up and good quality – I am saying the same quality of care.  And I do not know where this will fall– you know, which agency.

DR. MARKS:  I would actually like to respond to that, with two things.  First of all, you need to know of course that our law does not permit any health service.

DR. FOUAD:  I know that.

DR. MARKS:  The other is that I would prefer the CDC did not have to pay for any screening or care because, in fact, everybody was covered.  I view our program as an oozing patch on the gaping wound of the health care system.

(Laughter.)

DR. MARKS:  On the other hand, what I do see – one of the reasons that I believe cancer registries are so critical in every state and why the SEER program, because it is in only a few places and is not adequate while it is needed everywhere, is because now you can do population-based follow up.  You know, if people who work in the cancer centers think people get good quality care, because the people that they see get good quality care, and you know out in the community that people are not getting it at all, we now have the basis upon which to do an ongoing audit of our health care system in cancer.  That is the first place that we are going to have that chance.

DR. FOUAD:  I think education to the patients and the physicians is important for a patient to get quality of care because if you can teach the patient to demand good care it works.  You know, we did focus groups with prostate cancer patients in several counties.  You know, with African American versus White.  The African Americans did not know anything about their options of treatment.  What the physician told them, they got.  And they did not have a clue.  They did not seek out any more information.  The White prostate cancer patients in the same county they were very knowledgeable about what options of treatment are.  They went out to seek information.  So I think education to the patient and to the physician would also help us, too, if we do not have the resources.

DR. PARTRIDGE:  As a corollary to that, knowledge eliminates racialism and what I mean by that is it is impossible for a physician to get away with racialism when the patient is knowledgeable about the options that he or she has.

One of the potentials for the navigator who knows what options a patient has with breast cancer, is that she can sit there with that patient in front of the physician, and ask the appropriate questions.  It is impossible as a practicing physician to get in front of a knowledgeable patient and not give them all the options that are available in fairly good detail.  It is easy when you are a practicing physician and you are sitting in front of a less than knowledgeable patient to be paternalistic and guide them along whichever direction you want to go, whether it is racialism or whatever.

DR. FREEMAN:  I want to get to David Greenberg.  Did you hear there his  request to CMS and I want to add one more request.  You have a patient who has a pap smear who is uninsured and a diagnosis is cancer of the cervix.  Would CMS, or some part of government, consider the point that at the point of having cancer, people just need to be insured at that point because it is going to advance, and we are going to pay for it later anyway?  Is there any thought being given at the level of government for automatic insuring of a lethal disease when it is picked up, or is that outside of the box, too far?

DR. GREENBERG:  Well, with regard to your question, part of my presentation later on will discuss particular eligibility option under Medicaid where women screened through the CDC’s Title XV program, and who need treatment, may be picked up by Medicaid in those states that choose to adopt that eligibility group.  So those women will get not only cancer treatment for breast or cervical cancer, but the full range of Medicaid benefits, and virtually every state has picked up that option.  So, you know, that takes care of these women under 250 percent of poverty that have come to the CDC program.  Otherwise the woman would have to meet some other defined eligibility group within Medicaid.  I am not prepared to talk about Medicare.  I only work on the Medicaid side of CMS so possibly your other question about access to national databases you may be referring to the Medicare.  

DR. PARTRIDGE:  That is Medicare.

DR. FOUAD:  Yes

DR. GREENBERG:  At the Medicaid level, it would probably be done at the state level.

DR. FREEMAN:  It is my understanding, Dr. Greenberg, that only 15 percent of the eligible people for the breast and cervical cancer detection program and treatment program, that were passed in 1990 and 2000 respectively, only 15 percent of people who might be eligible under the criteria that are set, actually are in those programs, so it is about 80 percent or so that are not.

My question is a little broader then.  Has government given any – other than breast cancer detection treatment laws that were passed, is there any discussion at government level of the point that people, who are uninsured, who are diagnosed with cancer, should be treated under government programs?

DR. GREENBERG:  That is kind of a universal health insurance kind of a question.  You know, I am not privy to those discussions.  Government has sought to increase access over the past few years in an incremental kind of a  way, you know, with the failure of the Clinton proposals earlier in the ‘90s.  So this is kind of the approach that has been taken and I do know that government – the federal government- is probably a little reluctant these days to impose new mandates via Medicaid because of the severe budget problems in states all across the country.  It is kind of a credit to those states that virtually all have chosen this expansion that is available to them for these women.

DR. FREEMAN:  I do not believe it is exactly a university health care issue.  It looks to me like the 40 million uninsured, that is the whole population, but a much smaller part of the population develops cancer.  Fifteen percent of the whole population are uninsured, or something like that, but only seven percent of the cancer population is uninsured because Medicare takes care of them at a higher age.  So the question the President’s Cancer Panel has actually posed is whether there could be any specific consideration of treating automatically people with cancer who are not the 40 million.  There are probably a much, much smaller number of people per year who develop cancer who are uninsured.  Is that a discussion?  I am not asking you personally.  Is that a reasonable discussion at the federal level since the government will pay for these people ultimately, when they have cancer?  They will get into the system and we will pay for them.

DR. GREENBERG:  Medicaid, at least, has, you know, traditionally been geared towards low income people so it is not intended to be by diagnosis period.  Breast and cervical cancer is probably only the second group of disease defined populations that have been targeted by Medicaid, TB being the other.  So generally, Medicaid is poverty related, and any programs to address all people with a certain disease or condition would probably not be done through Medicaid, so I do not really know.

DR. FREEMAN:  Through Medicaid with the renal failure population.

DR. GREENBERG:  Yes.

DR. FREEMAN:  I mean, as an example of this.

DR. GREENBERG:  Right.

DR. FREEMAN:  But I think it is something, at least, that deserves to be considered, in my view.  Whether it is Medicaid or Medicare is not important to me.  You were going to ask the HRSA representative.  Is there anything special about HRSA?

DR. STEVENS:  I think it is important to integrate what you are doing to the primary care delivery system because I think Mona started talking about that.  I think I got it right, about 100 patients who have cancer or carcinoma is situ may not have information on whether they – when they receive treatment and, if so, if it was adequate and what the follow up is.

In those counties that I saw up there, even though I forgot my glasses, I noticed that a number of them are where HRSA funded community health centers are.  They have outreach workers.  And I couldn’t agree more with you because it is a very important part of our program.  In some communities they are called Primatoras but they are outreach workers.  And they are connected with the primary care delivery system and they are paid.

But, I am sure that there could be another partnership, because, I totally agree with your emphasis on that, with our health centers in both Mississippi and in Alabama, and where you would have access to a primary care system, serving a very underserved population, and a racially diverse population.  And, also, that the outreach workers there might really benefit from some of the training we have already developed and you could put it to good use without having to go invent something else.  And I dare say they would have something to tell you about some of the conditions that they are meeting and give you some information about, you know, how you can improve given the great resource that you have there.  And that could be done when we all go home on Wednesday.  And so there is an offer for you.

DR. FREEMAN:  That is going to have to be the last word on that.  We are going to break for lunch and in 45 minutes or quarter to 1:00 we will come back here.  I am going to shorten lunch a bit.

