NATE STINSON

DR. STINSON:  (Not at microphone.)

Anybody want to stretch for a minute or get a drink of water?


First of all, let me thank everyone for the opportunity to talk a little bit about health disparities of cancer and the Office of Minority Health.  As some of you may know, the Office of Minority Health and the Department is somewhat unique for a staff office in that we also receive a direct appropriation and so in addition to the work that we do in policy on behalf of the Department, we actually fund, directly fund, programmatic activities so we have several different, you know, grant programs that provide resources most commonly to community based organizations to do what I term as trying to develop a new and better mouse trap.  Meaning that we do fund demonstration programs for some innovative approaches across the whole spectrum of trying to improve the health of individuals in this country.


I am actually not going to talk very much about that activity because it is pretty – quite frankly, garden variety public health.  We do have some programs, whether it is in our community coalitions or bilingual/bicultural or some of the programs that we have targeted or technical assistance or through state and territorial demonstrations that really target, you know, the full range of health aspects and part of that also addresses disparities in cancer in different populations around the nation.


But, more importantly, as far as what we do in the Office of Minority Health relates to the fact that almost a year ago the leadership in the Department asked us, asked our office, in collaboration with the other agencies in the Department to try to think through what the Department should do in developing an initiative to address health disparities in different groups around the nation.


The first thing that we did was we took about three or four steps back and said, “How does the Department do its work?”  Instead of, you know, getting caught in that mind set of NIH does research, HRSA does service, CDC does this, AHRQ does this, instead of looking out at that perspective, we took a step back.  How does the Department, as a whole, accomplish its work from a strategic point of view?


I am going to talk about those five ways to give you an indication of how we are thinking this through, how the Department as a whole leads to move forward on addressing health disparities but as a footnote I would like to say, Dr. Freeman, when I looked through this material I got – I saw your concept map of way to produce actions.


There is a lot of overlap between those strategies with what you laid out in that concept and, you know, from time to time it is always nice to see some things that give you a certain reassurance that you were not too far off base as far as what are some of the strategies of action that may be better to subsequently produce the outcomes that we are interested in.


The first one I will talk about is policy.  I know that there was a discussion earlier today with the representative from the Centers for Medicare/ Medicaid and the services about some issues around policy.  That clearly may have a bearing on the ways that we can improve screening and treatment in the populations we are now measuring.


One of the things that we forget, we in general, is the impact that the policies that are promulgating in the federal sector have on what I think is the business end of the health care environment, which really means that contact between the patient and the provider.  And one of the things that has become very, very clear to me is that we will make a policy, whether it is the right policy or the wrong policy, we will make a policy.


It is important that when we think through that, for our policy should be or in ways the policy needs to be modified that we also realize that, there needs to be input from a fair number of people and individuals outside of the confines of the inter sanctums of the Beltway to assure that has the desired effect.  Sometimes policies are done with good intentions and then ultimately as they are translated into operation has an effect that you did not anticipate and it is not the effect you were interested in.


So it is very important as we think through how are we as a department, how are we as a nation, going to continue to take certain actions that will reduce and eventually lead to the point of eliminating health disparities.  We have to think of what the policy implications are that will help us move towards that ultimate outcome that we are interested in.


The second strategy is building the science base or enhancing the science base.  That is – I do not think that comes as any surprise to anyone in this room.  Obviously NCI, AHRQ and other components – you see other components of the department have always played a very important leadership role in determining what is the best evidence out there for actions.  What does the best science tell us that we need to do?  Or what are some of the epidemiological factors for this condition or that condition?


One of the things that is becoming increasingly important is that that science agenda is balanced. It is balanced in not only determining where there are health disparities.  There is a wealth of literature documenting disparities across the board in many different conditions and many different groups but it is just important that we have a portfolio of good science based studies that look at the interventions that work and how we translate those interventions on a broader sense to have a desired effect.


One of the things that we have been talking about as we look at the evidence that we have for interventions that work is that it is often much easier to go out and fund the next study to design and to test out or design an intervention than it is to think through what is it that we need to do to take interventions that work and also position them to be able to be replicated in other communities where we may get the same effect.


And in my view that is, you know, akin to continuing to try to build a better mouse trap but you are not catching any mice.  We have interventions out there that work.  We need to apply – you know, we need to apply resources into trying to get those institutionalized in other communities around the nation and start getting improvements in individual’s health.


The third strategy is partnerships and I looked through the materials again, Dr. Freeman, and it is full of, you know, what we all know that none of us individually – none of the individual organizations, that are here are going to be able to, you know, accomplish the efforts around the health disparities alone.  But they have to be partnerships that work.  They cannot be partnerships that just give you a long list of collaborators and partners but they do not mean very much.  They are not really bringing to bear the assets that are available in each of those partners to accomplish a very specific action.  Partnerships that work.


One of the hurdles that clearly comes into play is that in partnerships everybody has to give up something.  Sometimes it is resources.  Sometimes it is control.  Sometimes it is, you know, the acknowledgement of, you know, what led to the particular outcome and sometimes it is a matter of, you know, sharing the acknowledgement that what you did in a partnership did not work.  Until there are really partnerships that work, I do not think we will be able to bring to bear the assets that are available and really, really execute on the shared concern or shared interests that each group has in seeing the unequal burden of many these diseases eliminated.


The fourth strategy is services.  Linking people to the services.  I will even expand that to the point of not just linking people to services but also making changes in the health care system so those services that are provided are of the quality, are of the nature that is really going to assure that there really is one standard of care and that the care that is given to those individuals are going to lead to the same type of outcome.


Clearly examples that, you know, fall into that category include the collaborative looking at changing the type of practices that occur in community health centers and, quite frankly, many of the lessons learned from the collaboratives are things that incorporation in many other systems of care in our nation.  Community health centers are just one of the system – one part of the whole system.  It is something that would clearly improve the standard of care across the board.


The last strategy I want to talk about is strategic communications.  I would be conservative to say that as of this minute our department probably has at least two dozen different media campaigns out there either on TV, in print, you know, on the radio, talking about different aspects of health, talking about different diseases, and sending forth many different messages.  I have to say some of those messages, quite frankly, are confusing.  Some of those messages do not make it very clear what is it that we want the individual who is seeing the message to grasp from it.  And without naming any particular names, having seen a couple over this past weekend, and even knowing about the program, it still was not clear to me what I needed to do as an individual consumer of the medical system.


So I think when I talk about strategic communications I think we have to really think through what is it that we want to see happen and what is the best way to try to do that and try to communicate it.  And when I talk about communications I do not mean – there is really two parts of that, you know, or two aspects to it.  One is I think it is important for organizations like the Department of Health and Human Services or, you know, state health departments, or local health departments, or anybody else to really talk about what is it that they do.  What is their role in this effort in individual’s health.


In addition to giving certain messages to individuals as far as what is it that they can do to improve their health.  Unless the communications is balanced in some way, shape or fashion, there are always going to be individuals who feel as though they, themselves, are being blamed for their poor health.  And sometimes people develop a very famous view that because they do not often see the companion piece of how the health care system – how the health care organization can actually – are important as a positive influence in trying to increase their health.


When we stepped back, it was those four – those five different strategies that we felt the vast majority of what HHS did fit under each of those different categories.  And from doing that we actually came up with 25 different action steps that if the department successfully executed all 25 it really would lead to help the nation as a whole.


You will happy to know I am going to list all 25 right here, but just to say that what we have tried to do on behalf of the department when you look at what all the different agencies do is to try to look at it from what I think many people have heard over the last couple of years that, you know, the whole one department concept where when we look at all the different agencies has having a whole set of assets that they can bring to bear at of the particular problems and how and what their contribution can be in addressing the unequal burden that we see in groups around the country.


Our role as the department minority health has really been to try to be a positive influence on different agencies looking for the opportunities where it makes sense for NCI to work with AHRQ, with HRSA, you know, to work with CDC.  Many of those things that are already, you know, occurring right now.  Do not get me wrong.  But really looking at it from, you know, an objective point of view is where can we, you know, talk with the different agencies, where can we work to get the support of leadership of the department to support a lot of efforts that are occurring in different departments.  Where can we get the department to make a priority of certain budgetary considerations?  You know, things the department as a whole can reach for in addressing minority health disparities.


The last thing I want to mention is, to spend a couple of seconds talking about Healthy People 2010.  There are a couple of things about that that I think is important to mention.  First of all, there was a clear presentation and discussion about things that we already have in place that are already working and that we have to figure out how we expand and build upon those things to have a greater impact on the programs that we know are working right now.


Number two, there was a lot of discussion about the need to take some of the other lessons that we learned from the scientific endeavors at NIH and AHRQ and find ways to really translate them into a way that they can be implemented in practice in communities around the nation because they certainly appear to have a positive impact.


Number two, there was a lot of discussion about the need to take some of the other lessons that we learned from the scientific endeavors at NIH and AHRQ and find ways to really translate them into a way that they can be implemented in practice in communities around the nation because they certainly appear to have a positive impact.


The final thing that I want to mention is that part of the presentation, a couple of slides that were placed up on the screen, triggered a very important point for me because graphically it displayed something that we have been talking about and we think is crucially important.  And that is there were some slides that graphically looked at how the trend is going in some of the objectives under Healthy People 2010 for the different cancers.


And it extrapolated out  you know, where those trends will take us if they continued at the same pace over, you know, the next seven or eight years.  And some of those objectives may meet their mark but some of them will not meet their mark.  Some of them require a greater effort in intervention in that that slope of improvement had to really increase if we are going to meet those objectives.  And what that slide showed very graphically is the fact that this effort to reduce and eliminate health disparities cannot be passive, it has to be active. It has to be active because to really meet the progress that we are interested in, to eliminate disparities in different groups, whatever group you want to talk about, really requires here a steeping of our effort to change that or to prove that is really necessary.  That has in my view implications on all these different five strategies that I talked about from the point of view, you know, policy, science, partnerships, communications and services.


It is my hope and has been our recommendation that as we talk in Healthy People 2010 on the other subject areas that we have a similar type of analytical work that is done so that we understand that all things are not equal but to really reach the outcomes that we are interested in really requires us to mount a very aggressive set of actions in areas that will be needed to have that effect.


That is the role our office has.  We have some efforts in outreach and some health prevention programs in cervical cancer and other types of cancers and programs around the nation, and we’ll continue to do those things.  Especially things that relate to, finding ways to build in, or to utilize outreach workers or community health representatives, Indian Health Service (unclear) , and in a way to be part of the group of what needs to be done from a systemic way in that interaction between patient and providers.


And we obviously will continue to work with all the agencies in our department in whatever ways we can to help with this effort to eliminate cancer health disparities.

