DAVID STEVENS

DR. STEVENS:  (Not at microphone.)  I am going to divide this discussion up between me and Neeraj and Peggy Coleman.  I am going to talk a little bit in general what we are doing around our approach to health disparities.  And Neeraj and Peggy will go into specifically what we are doing in cancer.


Just before we begin, though, the underlying premise that we have is that the system we currently have is perfectly designed to get the results we get.


(Laughter.)


And that goes for the clinical system and the public health system so it has to change.


DR. FRIEDELL:  Excuse me.  Could you speak into the microphone, please?


DR. STEVENS:  Yes.  I am not used to people telling me to do that.  I’ll change.


(Laughter.)


Also, I am glad we started this morning with the maps that Barbara shared with us and some Dr. Freeman’s remarks.  When we are talking about the issues around cancer we are also talking about other issues as well so the models that I am talking about around chronic disease we feel also they all apply for all the different issues, chronic diseases.  They actually build upon the model.


The other part about this as you will see – about our system and how it has a change is that the visit or the encounter that a patient and family has with the health care system is completely at odds with our – with what we want to happen- with our outcomes.  It is not planned.  It is often sporadic.  Providers are not ready for it in terms of what – often what they want to get out of it.  They often do not have the information they need for the visit.  The patient has a certain expectation that may or may not be met and it is not getting us the results that we need.


I am going to say a few things about health centers to kind of orient people then I am going to show part of a video because I think it might break things up a little bit and be able to explain things very easily.  It is a little harder to do with the overhead.


The other thing about this video is it is talking about diabetes but that is because that is the first issue we started working with.  You can insert cervical cancer or breast cancer.  Right now we are working in four areas, diabetes, cardiovascular disease, depression, asthma, and, as Neerag and Peggy will show you, we are developing the same thing for cancer.


Oh, really.  You do not have my slides up there.  Okay.  That is okay.  Let me get a copy of my slides that you have and you have the handouts.  Let me get my handout and we will do it.


Some of the graphs will be hard to read.  I will explain them to you and I was not planning on going through all of them anyway.


The first couple of slides, especially with the Ciro here, I do not need to go over this with HRSA, but you can later read in terms of what our different programs are, and particularly my bureau, the Bureau of Primary Health Care, a little bit about it.


Let me just say a few words about Community Health Centers.  First of all, they are community controlled.  We do not run community health centers in the United States.  We provide on the average around 25 percent of the funding.  The rest comes from Medicaid and other local sources.  They are run by community boards with a majority of users on board.  They are a comprehensive primary care model.  That means they provide primary care to all age groups, including follow up in the hospital and then referral to specialists.  Just like a group practice – think of it that way – that you may be a part of .


We have 768 organizations as I mentioned early this morning and that transfers into almost 4,000 sites within the United States.  Both urban and rural.  In fact, we have a little more in the rural than we do in the urban.


We have 10.3 million users as you will see.  It is quite diverse.  We have 36 percent White, about 25 percent African American, 35 percent Hispanic, and about – Asian, I will tell you Asian population grows every month so it is about – it is probably between four and seven percent.  And just about 40 percent of our patients are uninsured and almost 90 percent are low income with 67 percent below the federal poverty level.  So it is a high risk, diverse population.


During the previous administration there were a number of health disparity areas that were identified and this effort has been continued under President Bush’s administration.  You will see them there and cancer is one of them.  We have decided to concentrate on breast, cervical and colon cancer.


(Simultaneous discussion.)


DR. STEVENS:  In terms of the strategy that we are using to change the system it has four major elements to it.  The first is that we felt that we needed a whole new model.  A whole new model of care, number one.  Number two, we needed a way to change the care.  And third, we needed a model that was not just like a CME, you just go and come back.  But it really had people not only learn but through action learning and generating more knowledge.  The other is our partnerships on the federal level and also local level.  The National Cancer Institute and CDC are two of our major partnerships.  The other very important issue is leadership because we understood that we had to get the commitment and buy in of the leadership of our health centers of our state and nationally in order to do this.


I am going to show you a small video which is going to show you a little bit about these models better than I can talk about them, although I have pictures here.  So let’s do that.  Okay?


It cuts in a little bit at the beginning but I think it will still work out.  It should be about six or seven minutes.


(Video presentation.)


DR. STEVENS:  That quickly goes through the models like I could not.


Our goal is to have every single health center go through a collaborative by the year 2006 in at least one of the clinical areas that we mentioned.  The other thing I want to emphasize is after that first year, it is not over.  The second year they continue to report the spread of their collaboration to other sites and share with us their results and the number of patients in the registry.  So we have a Phase I that we call first year; Phase II is the second, third and fourth, forever, year in terms of what their impact is.


And now I like to think of Phase III, which is the impact on the whole community regardless of who the provider is.  And I think we are ready to move into that area as well.


We have 522 health centers that are either in collaborative – either have finished a collaborative or in collaborative right now.  I do not have – you will see in your handouts – they are not good on the graphs.  But let me – I am sorry, I do not have the overhead, but I want to talk a little bit about some of the results in Phase I and Phase II.


For example, the first graph on page 8.  This is Phase I on cardiovascular-diabetes collaborative.  And these are percent of patients with a self-management goal.  Now, let me explain, the model, that is one measurement which is consistent regardless of what the clinical issue is.  And there you can see going from almost nothing up to almost about 40 percent in about, almost three-quarters of the way through that collaborative.


On the bottom, see that one line going up, that is the total registry side.  That means the number of patients with cardiovascular disease that are in a registry so you see that is going up.  And even though that is going up we even are having an improvement in the self-management goal.  So they keep adding new patients on but they are still improving.  That is how we look at this every year on the first Phase 1.  We look at what the measure is, and we look at the registry side, and we see how they relate.


You have the same thing about hemoglobin A1C.  You also, which I love, is this last one on the bottom, which is averaging A1Cs and you see how it is going down from over – it looks like about 8.7 to 8.1 just in that time.  You know, a one percent decrease in hemoglobin A1C translates into a 17 percent reduction in mortality.  So that is very important.


There are some other graphs on this but let me just – before skipping there, you see a little – I thought you been seening a lot of graphs.  I just wanted this one story from a community health center in Davenport, Iowa, because I wanted to bring this point is that the patients that are responding are not the patients who would anyway.  These are not easy patients to work with, or what we would call not easy patients to work with.  Although, I am reminded that the definition of noncompliance is really two people with two different goals, and that is probably what has been going on.


But here you see a 49 year old homeless man that was diagnosed with diabetes, and why?  Because he had a foot ulcer.  And his initial hemoglobin A1C was 13.6 and most of you know it should be less than 7 or 6.  He participated in the group visit like you saw and worked with the staff and now it is 6.5. This is a man who lived in a shelter and it happened by applying this model, but also because of the community relationships, changing the food available in the shelter, and having a place to store the medicines, and all kinds of community level things as well.


Now, phase II you will see there.  That is after the next – after the first year.  We also tracked this kind of work.  And this is really hard to read.  Let’s see.  Let’s take the one in the middle which is the average hemoglobin A1C.  All those different lines on that top graph are different cohorts but we have done three different groups of health centers and there you see the registry – percent reporting, which by the way nobody has ever done this as far as sustaining things.  And for one group that had 52 percent and our second group, higher group is 66.  We are getting better and better at learning how to sustain and how people to keep involved with this.  And then we have the total registry size to give you an idea.  And the hemoglobin A1Cs are still coming down and that is very important.


The other thing I have is a little study that Laura Moorlock did for us at John Hopkins that just summarizes 103 health centers 15 months after the end of Phase I.  And actually, I was surprised.  I thought it was going to be, you know – but as you can see, a remarkable number of health centers are continuing to spread this work and I will not read this to you.  You can read this yourself.


Now, some of the things that have been very helpful for us that have helped us make this work.  One is our emphasis on cultural competence.  We have had formal programs as part of the learning sessions.  Of course, our health centers being community controlled are just teaching everybody else just as much as the other way around.  We have a great emphasis on what works differently in different communities and sharing tools in different languages.


The other very important thing is we have shared national measures.  It is not everybody do your own thing.  We agree upon what we are going to measure, whether we accomplish something or not and stick by it.  It is very specific what the definitions are.


The other, as you saw, Wanda, some of those other people, we have infrastructure to help people in terms of information systems, models and we have faculty across the country.


We use the same models for different diseases.  It is not a different model for cancer.  It is not a different model for diabetes because that is insane.  This is primary care and you cannot deal with that.  You have to have some consistency across diseases.


And I think another very important thing is the fact that we can offer health centers a registry program which we still continue to improve and which will include cancer.  And Neeraj and Peggy will explain that.


Some of the other things we are learning about is the amount of staff turnover and having a need for retraining, which we are working on.  Reimbursements, we have certainly talked about that.  Staff time and competing priorities.


The other thing is people seeing this as a project.  It is not a project.  It is a transformation of your system.  It is not a stand alone.  We work very hard on that but that is something that is very important to address and the IS resource as I mentioned.


Also, these that models are working for us.  The old models of technical assistance and CME did not work like this one does and we are happy with that.


In terms of future directions, in cancer, we will talk about.  I think that the other thing I want to tell you is that in our partnership with AHRQ we have been funded a multiyear – with our money and their money – a multiyear evaluation of the work we are doing and the two first recipients are the University of Chicago and Harvard University.  So we are looking forward to that as well.


I do not want to take up any more time.  I think Neeraj and Peggy will finish up on some specifics around cancer collaborative prototype.
