DISCUSSION 5


DR. FREEMAN:  I would like to ask a question.  I guess the bottom line is when a patient comes into one of your 4,000 HRSA centers, what happens to her with respect to getting a pap smear, number one?  And if she has a positive, what is her connection to the health care system to assure that she gets treated?


DR. STEVENS:  Okay.  I can tell you what our expectation is in different areas of the country because of variation in those not coming back.  Health centers have a protocol for preventive care in general for all age groups that is consistent with the guidelines.  Sometimes the guidelines are in contradiction or they need to – if it is not clear, they choose one of them if there is several, which sometimes there are.


In the case of cervical cancer they have a chart that is designed for these preventive services there, so they can record them when they were done.  So I can see – for example, I work in a health center.  I can see on the front page of the health center that I work in when the last pap smear was.  I can see when the last mammography was, as well.  That is not always enough, though.  Sometimes I need more systems like that, which is why they are electronic.  So it is my expectation that for all the patients that they are going to get that screening at the interval that we have discussed as a staff that is consistent with one of the guidelines.


Secondly, health centers are required to be integrated to the delivery system so in terms of access to specialists and hospitals.  So if there is a patient – for example, where I am, I will tell you where it is, in Prince George’s County, and I am kind of lucky because the executive director of that health center is also an oncologist by the way.  And so if we – she has put together the – Catholic Charities for example has identified oncologists who will see patients for free, a few a month.  The deal is if those patients do not show up ,they are never going to do this again.  Okay.


So we have to have a system, and that is where that shared decision making is so very important in terms of making sure that there is transportation available to that specialist and that the patient knows there is a lot at stake because if he or she does not show up, okay, what it might mean for the rest of the patients, and get them there.


If they have insurance, Medicaid, whatever, then we have physicians who will take them.  But patients must be – are expected to be-- followed up and treated.


Now, sometimes, as you know, during the later stages of disease it has to be worked out what is the relationship to the primary care person or will it be completely taken over by the oncologist.  However, most of our patients have a lot of other problems, too.  They have diabetes.  They have hypertension.  They have HIV.


So in most of these scenarios it is a very collaborative relationship once the patient is in treatment with diabetes with us, with the health center in terms of taking care of their needs.


DR. FREEMAN:  Okay.  Taking it the next step then, you have people who give free services to the uninsured in their offices?


DR. STEVENS:  Yes.


DR. FREEMAN:  Suppose the patient needs to be treated in the hospital for cancer, which most do, what is the connection there?


DR. STEVENS:  Well, we have a back up hospital and that depends on the community.  Quite frankly, there are hospitals, as you know, where patients are turned away if they are uninsured, and there is not anything we can do about that.


But in most cases that is not the case, you know.  There is something going on there but each individual health center has to work something out with their hospitals.  The best case scenario is, you know, in urban or metropolitan areas where you have a public hospital and, you know, that is great.  But there are patients who cannot get into a system or perhaps they can but they have to wait three or four months and of course the disease is progressing.


DR. FREEMAN:  So you have HRSA that is trying to do its best at the primary care level.


DR. STEVENS:  Right.


DR. FREEMAN:  You are presuming that the 4,000 centers are doing what you say.


DR. STEVENS:  It is not so much presuming.  We do visit them.  Okay.  We did not mention this.  We have a relationship with the Joint Commission in terms that we push that all health centers have to be accredited.  There are other things that we do.  What it comes down to is, the arrangements a lot, depend on what is going on locally.


DR. FREEMAN:  So that is – you have to fight that case, case by case?


DR. STEVENS:  Yes, that is true.


DR. FREEMAN:  Around the country.


DR. STEVENS:  That is true.


DR. FREEMAN:  It is not quite right to have to do that, is it?


DR. STEVENS:  Well, nobody ever said it was supposed to be fair so that is what is done and probably a lot of people around the table are doing the same thing in their own practice but that is what has to be done.


Now, the relationships between the health department are important and the different disease categories.  Depending – you know, the maps that we saw, they show the incidence of disease but they also show the epidemic of perhaps lack of infrastructure in the public health system as well and often – especially in diabetes where you have a model of a pretty strong state based system, often the health department can help the health centers, guide them through this maze about what relationships are – or help them solve this --but that also depends on the states as well but that is important, too.


DR. FREEMAN:  Other questions?


DR. McPHEE:  So I want to compliment you because I think this is a very innovative way of approaching not just cancer screening for cervical cancer but the whole of preventive care.  We had a similar system where we started as preventive care and then we went into – which included a cancer screening and some of the adult immunizations, then went into HIV and then went into diabetes care, and then went into pediatric immunization, and then we went into cardiovascular.  When we got to the sixth module we got provider push back and the provider push back was, “I do not have time.”  You know, I can understand why some of the physicians are worried about this shared decision making, which I am a primary care doctor, it takes time and it is okay if today’s conversation is just about prostate screening as I can probably fit in some of that conversation.  But if you suddenly hand me a list of 17 things that I have to -- you can understand the frustration.  You understand it.


DR. STEVENS:  I do.


DR. McPHEE:  Well, what we have done is we have gone back to them and said, no, no, you do not have to do it all today.  We want you to realize this is what needs to be done.  Today you need to do at least one of these things and maybe order a mammogram or have a policy where a woman can get a mammogram at the front desk.


DR. STEVENS:  That is right.  The other thing is to rethink who does it and what is going on.  I mean, talk about low tech.  One of our measures in diabetes was foot exams.  You know, someone figured out, put a sign in the examining room that says – you know, it actually is interesting.  This really illustrates the PDSA cycle.  They put in a sign, “Take your shoes off.”  Do you know what happened?  All the patients took their shoes off.  Another sign, “If you have diabetes, take your shoes off.”  Okay.  That works.


(Laughter.)


DR. STEVENS:  That is the best example I know of a PDSA cycle.  But also there are other people on the team.  And, by the way, are actually very anxious and willing to do this.  So part of it is like redesigning the practice.  Or, you know, I have sort of grouped this in other things.


David is gone but even in one state, the State of Washington, we are able to get reimbursement for group visits from Medicaid because we showed that it gave some results.


DR. McPHEE:  One other thing I would point out that we were talking about earlier, Steve Wyatt and I, is that, if you implement a registry system like this, across not just community health centers which are primary care, but across larger systems, in my case the university system, we can get specialists to pay attention to the fact – so a lot of – that the screening has not occurred or even immunizations.  All of our elderly patients are taken care of not by primary care doctors, unfortunately, that is my bias, but by a chest allergy specialist, or a cardiologist or an oncologist, and they do not always pay attention if you are in the chest clinic for your COPD to the fact that this woman has not had a pap smear, or a mammogram or whatever.  They might pay attention to the flu shot.


What putting in the computerized registry system does, is allows specialists to at least say, “Oh, by the way, Ms. Jones, I notice you have not had a pap smear in five years, maybe you should go see your gynecologist or here is a referral to him.”


We have also instituted an ER so in the ER setting for those patients who are – that is our fail safe – in the modern medical system they show up in the ER, that is the only place they can go and guarantee they get medical care, it is also noticed that they have not had immunizations or screening.  And sometimes you can actually do pap smears in the ER.


DR. FRIEDELL:  I would like to go back to something you mentioned earlier.  When we talked about quality assurance in whatever endeavor you are looking at, you usually look at outcomes.  It seems to me that we know what should be done.  We have got guidelines for everything.  What we need are some – you know, forgive the expression – audits.


What we need to know from – not picking on the community health centers but that is what we are talking about – how many times do patients, to answer Dr. Freeman’s question – people with cancer, the treatment and follow-up.  There ought to be some way of knowing how many we are talking about.  If we talk about everybody – Nancy said, everybody with cancer does find treatment.  I do not quite agree.  I think a small number do not find treatment in our area but I do not know how many.  We know only because somebody calls us.  It seems to me we ought to be doing some auditing on what our processes are.  Then we would maybe know more.


DR. STEVENS:  I am glad you brought that up.  I want to emphasize this is population based.  In other words, all the patients, all the patients are in the database.  It is not an audit.  So we start – when Neeraj says with a population focus, it means you start off with a few and then you spread it out.  So it is all the patients with diabetes and then when it gets out here, it is all the patients that are eligible for screening and also possible follow up.  And what Steve is saying is you can only do that with an electronic system.


And so we have gone from – or trying to.  We have not.  We are trying to go from a sample audit model to a population based model so that we will know about all the patients – not we, the health center will know about all the patients and where they are in the continuum because the measures we are trying out that Neeraj said add up to, you know, follow up in all the cancers in terms of abnormals and how long it took and they may not be exactly right.  We will figure that out.  But it is meant to address the issues they brought up and see if we can get a handle on it and be able then to spread that because I agree.


DR. FREEMAN:  Yes?

DR. SUMAYA:  I want to commend Mr. Stevens on the presentation.  Having been with HRSA before, I think the Community Migrant Health Center System is a major resource for the country.


I want to point out a few things, and if you want to comment on these, one of them is it reaches 10 point something million people.  When I was there we looked at unmet needs as best one can determine and probably we need to reach 20 to 40 million if not for the community health center system than something like that because the unmet need is major.


The other piece was it has got the ingredients so natural to reaching out to the community that has cervical cancer.  They are placed where the underserved community is.  They have a board that relates to being a piece of the community.  They have the setting that they—or they have the mind set of translation of outreach, of education, of transportation needs, although they may not be able to fulfill those needs.  There is that mentality we need to work with these other issues besides patient care activities.


But there is a lot of variability as David was saying.  There are some that do this beautifully, others have limitations, and a lot of it is personnel and other types of funding limitations.


But I would make a plug that – and this would go with the federal agencies – is that as we develop or recommend programs for cervical cancer, interventions, research, et cetera, it may be useful to always consider Community Migrant Health Centers as a major resource that if not eligible, should be partnered with somebody who may be eligible, for those grants because of this uniqueness that they have with the patient population.


DR. MA:  I want to piggy back on your comment as well as Dr. Friedell’s.  Especially when we deal with immigrant population and they have been here for some 10 years and 20 years.  I have encountered cases after cases when they are diagnosed with cancer they do not have the support system, even if the service is available.  Often times their alternative is to go back to their homeland.  And there are many cases that are like this.  Or they are diagnosed at late stage.


DR. FREEMAN:  Yes, Nancy?


DR. LEE:  I want to also kind of add on to what Dr. Sumaya said.  I think this is wonderful.  I am Nancy Lee from the CDC.


DR. STEVENS:  I know who you are.


DR. LEE:  For cervical cancer, in particular, we are at the point now where we have to get the hardest to reach.  Jim Marks calls it “the find the unfindable.”  I think that the health clinics in the rural and migrant health clinics are doing that more than most but I think that still they are the hardest people to find.  And you all talked about it a little bit as some of the measures of outreach, et cetera.  But especially for cervical cancer where we are down to where national surveys routinely say 90 percent of women have had a pap smear.


But we need to figure out ways to go into the population and find the people that normally would never come to the health clinic.  I think it is the immigrants.  It is the people who are very poor, who are culturally isolated, and I did not really see a measure in your system, in your measurement systems that spur that on.  We will talk about it a little bit when I talk about the B&C program.  But if you do not challenge them, you are still going to be screening the same people who get screened.

DR. STEVENS:  Nancy, one of the themes of this which we did not anticipate is this project is allowing us to put together – to rent the schism between public health and clinical medicine.  One of the things that we need to know from you is – in terms of what feedback you can give – how do we – you are our radar.  And we have got to work with you to figure out how to make – because we are very interested in that but we cannot do that at all by ourselves.


DR. LEE:  No one can.


DR. STEVENS:  And so not only has this program pointed out that – it is also bringing us back because that is the only way we are going to address that and actually we have the opportunity and we are working with you guys to figure out we are going to show how this is going to work somewhere.  By the way, what you said applies to – even though I know 90 percent of them – it applies to all the health issues that we have been working with.


DR. FREEMAN:  Yes, Jim?


DR. MARKS:  One of the things that I liked about the model and I think the PDSA, which basically it sounds like, is working with the staff to continue to improve quality in the cycle.  That is something we do not have at the community level and we heard about community health workers but they are not empowered in the same way so to say how do we fix the systems to get people who are not in or who are disaffected or have had a bad experience, or move the community in.  And that is something we are trying to do with the prevention research center communities at the universities that we fund deal with.  And we have started to bring in the people who are on their community boards to our scientific conferences so they see what researchers have to deal with and what other communities are doing research-wise so that they can have ideas for their communities.  That cycle is a cycle that we do not have.


DR. STEVENS:  What Cindy Clark at the CDC has done with the state health departments is developed a change concepts at that level in that model, which is really somewhat you are saying, which is great.  In fact, you know, just these three questions in the improvement model are really helpful if you go to a meeting.  The question is what do we want to accomplish.  Try answering that.  The second question is what measures are we going to use to find out if we have accomplished it?  And, third, what changes are we going to test right away to get it going?  And it is really helpful, and at the community level I think that works really well.  I think some of the things that Ed and Mona were talking about definitely relate to that.


DR. FREEMAN:  Well, I think you have a lot of power in the model that you have, but I have a concern.  I think that when a patient comes in with a problem it really is an individual patient who has a problem.  We can say we can create a data base, that is good, good stuff, or population studies, that is wonderful, but the real person coming in has maybe a cancer of the cervix.  And when you say you are measuring documentation at 90 days in the model that you have created.  Well, that is a very long time to be measuring documentation.


To me it is a problem at hand.  A patient comes in, you want to see the patient with cancer gets to the next step, and that is where I do not see exactly what you have spelled out what to do.


DR. ARORA:  Well, we know we do not have a measure of from the time you find out you have cancer until how much time it takes you to get treatment.


DR. FREEMAN:  But that is the real world of cancer.  You have got a problem.  If you have education and insurance and knowledge and you know the doctors, you are going to next week get to the next thing or in two weeks.  We are looking at a model here that is an improvement over what has been previously done but I do not think the bar is high enough because there is the individual thing that happens to a patient who has cancer and there should be a way to measure individual patients in time to get from the finding to the treatment and beyond.


DR. STEVENS:  Well, I can answer a little better.  This prototype is part of a strategy to change practices and we had to start somewhere.  And as Neeraj went through, you know, we got the best people we could get to help us out with this.  We are doing this to learn from this because, in fact, maybe through this we will find out what are the barriers.  Maybe it can be two weeks, maybe it can be one week, but we need this knowledge in order to be credible to people who are seeing patients every day.


I have to be able to say it – you know, I have to be able to say that at Valley Wide Health Services in Durango, Colorado, that did this for a year they were able to follow up on abnormal in ten days, this is how they did it, so why can’t we all do it.  And I want to –we want to be in the position to be very concrete about our goals and how they are going to be achieved.


This is – you know, this is a journey.  This is a step because I totally agree.  This is not – this is not policy.  This is a developmental protype so we can find out what the issues are, so we can show how it can be done so we can be credible.  And I would predict, Dr. Freeman, that a year from now these measures are going to be different.  In fact, we will probably all be working together about our experiences and we are going to be refining them just like we went from hemoglobin A1C of seven down to six, you know.  We go from 90 days to a week up to two weeks.


And these are meant to be goals on a population basis and I totally agree.  When a patient comes in you should be doing as quickly as possible what you need to do, but this whole approach is also about a larger strategy to change a system so this is just one step.


This does not mean that this – in other words, seeing a patient in 90 days is not a protocol.  It is not meant to be a protocol.  It is not a protocol.  It is only something that we are using to get started on this project to see what it takes to provide something.


DR. FREEMAN:  Please, I am not being critical.


DR. STEVENS:  No, no, it is fine.


DR. FREEMAN:  I am just saying that in the real world, in the real world the patient has a finding and that individual patient has barriers to get to treatment, whatever they may be.


DR. STEVENS:  Yes.


DR. FREEMAN:  We do not have this population study to get that information.  That is real.  We know that already.  In Harlem, in Martinsburg—we already know this on the individual basis.  So I think that combined with this larger, you know, looking from 40,000 up above the ground study, I don’t mean to be negative in saying that – there is this real thing that happens to people and it happens to them in an individual manner.  It does not happen in a population.  You can measure it –


DR. STEVENS:  Well, it –


DR. FREEMAN:  – it is true.  But I just think we ought to give some thought in this great HRSA system, which I really do respect – I am talking about it because I think you have a lot of power to really think what happens to individual patients as opposed to simply studying the broad context, which also is important.


DR. ARORA:  But that is one of the reasons why we said that we should include a measure that would say that at the community health center level they would have documented in the chart that everyone who got an abnormal – had a diagnosis of cancer -they would have information that they would get treated because a lot of times they just – you know, they are lost, they just get lost.


DR. McPHEE:  I want to second your point, which was a really good one, which is that fundamentally what we are about is the care of individual people – individual women in this case with cervical cancer, but the population approach can help to do that.


For example, you mentioned –


DR. STEVENS:  Can or cannot?


DR. McPHEE:  Can.


DR. STEVENS:  Can.  Okay.


DR. McPHEE:  Can help to do that.  You mentioned, for example, that the pathology lab reports can be fed into the system directly and that is your fail safe if it gets lost in the mail.  So the abnormal pap that does not get followed up literally because it is lost in the mail somewhere.


If you build a registry that feeds in the information directly along with the alerts at one week or one month or three months to say has this woman with high grade SIL been followed up at a week and you think, oh, my God, we did not even know she had that.  So that is a way of using the registry for that model of population base to help the individual woman.


DR. FREEMAN:  We have gotten way behind and I think we could talk a lot more but did you have a final comment?


MR.  STEVENS:  No.


DR. FREEMAN:  Okay. Let’s go ahead to the other agency presentations.  
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