DISCUSSION PANEL PART II

Dr. Freeman:  I’d like to get started, Ladies and gentlemen.
Now, without designating it, we actually answered, to a certain extent, questions one and two.  We went into two just as a natural flow of conversation.

Now, we are at question number three and that is “Assuming no additional funds become available, what could each agency do to better coordinate services or otherwise extend its reach to the target populations?  Is it possible to redirect existing funds to achieve greater synergies, or to share or piggyback resources?”  That is the question.

We do not have to limit ourselves to that question but that is sort of the way we want to frame this part of the discussion.

I would like to ask Dr. Zelinger to open up.  The question is we have a sense of the agencies of government of which the CMS is perhaps the largest one with respect to money.  Is that correct?  Public money?

(Simultaneous discussion.)

Dr. Freeman:  How much money do they spend, both Medicaid and Medicare combined?

Dr. Zelinger:  Do you really want to know?

Dr. Freeman:  Yes.

Dr. Zelinger:  About $460 billion.  I mean, it is $230 billion approximately.  I think David said $210 but it is more like $235 billion for Medicaid. That includes federal plus state.  And Medicare is, I think, maybe $220 billion.  Something like that.
Dr. Freeman:  So you’re talking about more than $400 billion a year being spent on this program. It sounds like a fair amount of money.
(Simultaneous discussion.)

Dr. Zelinger:  Many folds more than the NIH.

Dr. Freeman:  The NCI budget is $4 billion plus.  The NIH budget is what, $20 or $30 billion.

(Simultaneous discussion.)

Dr. Freeman:  Okay.  I think it may be 23 or more.  So you are talking about $25 billion at the whole NIH, which is a research organization.  And you come up and you say $400 and something billion dollars.  So we know where the power is.

(Laughter.)

Dr. Freeman:  What I have personally observed is that the research community does a very good job.  But, say we declared the war against cancer, for example, in 1971 and we are fighting this war but it seems to me like we have fought it as though it is only a research war.  And sometimes we have measured it as how much more do we discover, which I think we have done a beautiful job in discovery, particularly in molecular work recently, genetics, human genome.

We have not really sufficiently, in my opinion, made the connection in our nation between the discovery system and the delivery system.  Now, you are the big gorilla—I do not mean literally but, you know, you are the—

Dr. Zelinger:  We are part of the problem.

Dr. Freeman:  No, not necessarily.

Dr. Zelinger:  I really mean that.

Dr. Freeman:  No, I do not mean that.  I am not saying that actually.  Not yet I am not.

(Laughter.)

Dr. Freeman:  No, I did not say that.  Wait until the end of the day.

(Laughter.)

Dr. Freeman:  No. So one of the purposes of this meeting is to help to see how we can bridge this disconnect between these great discoveries.  Like take a simple thing like 50 years ago pap smear discovered.  We can diagnose cancer of the cervix or even before it becomes cancer by a simple test that is cost effective.  And can be treated with inexpensive early methods if it is picked up early.  All the way up to colon biopsy which sometimes goes higher.

So this disease is a good example of the discovery part of this thing.  We could always work more to say let’s go to HPV.  We had a talk about that.  And we keep going until we find discovery, but we know that at 50 years post discovery of pap smear we should know enough to act to the benefit of the American population.  So that is why we have picked this particular disease to talk about over the last year-and-a-half or so.  We have spent a lot of time looking at this issue.

Now, this particular meeting is perhaps the most important one that we have ever had on this subject because now we are bringing together the real players in America with respect to the issue because in order to play you have got to have—you have got to bring some resources to the table in order to really play, and you are bringing a lot of resources to this table.

Now, we know that those resources have to be spent for all diseases that America treats, Medicaid/Medicare.  We have a Medicaid system related to people who do not have resources.   We have got a Medicare system related to anyone who gets to be 65 years or age or disability.

There is one peculiar part of Medicare that I think we could think about and that is that Congress passed a law that when people get into renal failure and require dialysis that they are automatically placed on Medicare.  I believe that is correct.

I know you are from Medicaid.

Dr. Zelinger:  Yes, that is right.

Dr. Freeman:  So this morning we had a lot of conversation that I think was very productive, but as we go forward I would like before this day is over, I hope that we can all walk away from this room understanding what we put on the table and kind of understanding what kind of way we can move—what directions we might be able to move in relative particularly to CMS but also to HRSA, CDC and any other agencies that are service agencies.

And particularly we did not bring the research people to this table. I mean, they are here in different ways, but the purpose of this has to do with the delivery part because that is where we think are the acute problems in the disparities area.  It is not that we do not know what to do.  It is that we are not doing it for certain populations at any particular time and in various ways.

So I would like to move along and I would like to sort of maybe just have you—I do not want to put any pressure on you but if you would just tell us—

Dr. Zelinger:  If I do not have to take out my wallet.

(Laughter.)

Dr. Freeman:  No, it is not personal at all.

(Laughter.)

Dr. Freeman:  But what do you think you have heard this morning, and perhaps John as well, that resonates with you relative to what you believe CMS might be able to do?

Dr. Zelinger:  I think it is—what I would say now is consistent with what I said a little earlier in bringing in the Medicare aspect and what they are able to do and the health centers and so on, and knowing what the state Medicaid agencies do themselves.  
If you bring a broad based group together in a collaborative collegial sort of way—and it could include every one of the components here, all the federal components—you know, at the regional offices—we work through our regional offices.  For the Medicaid program we would—the states would be the engineers behind pushing the proposal, let’s say, through but it would be broad based, involve HRSA, CDC.  It could involve the Medicare and the QIO, PROs and the state Medicaid agency, the state SCHIP, the State Children’s Health Insurance Program Agency—together to see what they, we need.

I mean, there is all kinds of possibilities.  If they garner their resources, all of the health advisors, the things that are not traditionally covered under Medicaid or Medicare for sure could be done, as well as the traditional health services.  You could target a population that could bridge span of the younger Medicaid low income folks and include the Medicare folks since that is an important population.  We could do all these sorts of things if it is—if there is enough will power to develop a proposal and to get buy-in from the various stakeholders.

I think there is some real opportunities.  I think, you know, to talk about an ESR, end stage renal disease kind of benefit that is, you know, national, you have to work at the national level and I do not think you are at that point at this point to get Congress’ buy-in and the President’s buy-in perhaps on that but I think there is some real interesting ideas.

In fact, there is a lot of these kinds of small pockets of activities that are going on, and again Medicaid offers a vehicle for getting the insurance done and providing a vehicle for bridging and integrating the services of the primary care and the tertiary care together.  It is a funding vehicle.  It is an entitlement vehicle.  There may be things that it would not totally pay for but where you would have outside groups, HRSA and others perhaps pay for the health service delivery advisors and navigators if those are necessary.

There is an evaluation component and a demonstration component.  I think it is a possibility.

There is a number of different vehicles in Medicaid that it is possible to do a lot of this under traditional Medicaid with the current population.  You go the 1115 route.  Then you get us involved.  The CMS involved at the central level to review the proposal.  You get the Office of Management and Budget to look at it.  And you would expand your population base as well.

So, I mean, there is a lot of different things but the talk has to happen at the statewide level to get their interest it seems to me.

Dr. Freeman:  Let me ask you a question.  I have noticed that in New York State, which is one of 50 states, that when a person has cancer we can get them on to Medicaid at the point of having cancer.  In the work that I do in New York we know how to do that and it does work.

I do not know if it is peculiar to New York State or whether it is something that could occur elsewhere, but in New York State that is what is possible.

Dr. Zelinger:  Cervical cancer?
Dr. Freeman:  No, cancer in general.  I mean, do you know anything about that from a national perspective?

Dr. Zelinger:  That is an 1115 in New York and those 1115s are generally not disease-based.  I mean, we can look into it.  So I am not sure it resonates with me that because you have cancer you would automatically qualify in New York.  I mean, generally you have to take into account income and resources and they are not driven by diagnosis.

Dr. Freeman:  I am talking about somebody who is in the Medicaid ranges of income.

Dr. Zelinger:  Okay.  Who would otherwise qualify for Medicaid.

Dr. Freeman:  Or even above that.  Or even above.  Only half of the poor the last time that I reviewed the statistics are poor enough to be on Medicaid.  The other half of the poor are not poor enough and they are not rich enough to be on Blue Cross.  So you got this peculiar group of people who are caught in between.  It is worse than being poor in a way.  We have had great success in New York in getting these people quickly on to something called temporary Medicaid because once they get through the treatment for cancer they are not on it anymore.

So I just wondered do you know anything about that nationwide?

Dr. Zelinger:  No, I am not familiar with what you are describing.  Of course, under 1115, which New York has, you can expand—you know, you can go up to higher income levels but it does not resonate in terms of being treated for your cancer, becoming cancer free and then going off the rolls unless it is tied to your income.

Dr. Partridge:  A state has to initiate 1115.

Dr. Reuben:  Do you specify a duration or do they have to be renewed periodically?

Dr. Zelinger:  Five years basically.  I wish we had our—we will have at the next level of meetings the real experts who converse with all the different kinds of waivers and that state level people and so on, but it is a five year program and evaluation done, renewed for five year periods.

Dr. Stevens:  Gerry, when a state can offer a higher income, how high can they go?  Do they go to 200 percent poverty or more?

Dr. Zelinger:  They can go—I mean, under even regular Medicaid there is mandatory eligibility categories for pregnant woman and children.  Some of them go up well over 200 percent.  Then you have the SCHIP going in so they are reaching 300 percent now.

Dr. Stevens:  That is under SCHIP though.

Dr. Zelinger:  Pardon me?

Dr. Stevens:  But that is under SCHIP.

Dr. Zelinger:  That is SCHIP and some of the Medicaid providers are over 200 percent.  A lot of mixing and matching.
Dr. Stevens:  So it is possible New York States goes for 200 percent poverty, let’s say, for an adult and maybe that is what Dr. Freeman saw in Harlem hospital.

Dr. Zelinger:  Right.

Dr. Freeman:  I have never known the rule, but I know we can do it.

Dr. Zelinger:  You do not know how.  You are not interested in the how.

Dr. Freeman:  We can do it, and we know we can do it.

Dr. Zelinger:  I am sure it is geared to the income but not to the disease state.

Dr. Freeman:  Well, it seems to be related to their having this lethal disease which is called cancer.

Dr. Zelinger:  I will check into it.

Dr. Freeman:  I do not want you to check into it.

(Laughter.)

Dr. Zelinger:  But again there may be a local project—

Dr. Freeman:  Do not check too much.

(Laughter.)

Dr. Zelinger:  But again there are these localized projects that you may—what you are familiar with may tie into an initiative that is broad-based like the one I would suggest that may be allowing you to do this.

Dr. Freeman:  What I am kind of suggesting is that if we can do this in New York, and that I know, you have got a disease that seems to be a marker for letting people get insured for the treatment of the disease—that is the way it is in New York—and I wonder if this is one way to get into this solution.  Certainly the nation will pay for people who need to be treated for cancer.  The nation has to decided they are going to do it.  They are going to treat them early, more chance for cure.  We will treat all of them.  There is not hardly a single person with cancer that does not ultimately get into the hospital system, and the price will be great.

I think it is a point of logic.  It is not a matter of whether you are liberal or conservative.  This looks like to me a point of logic that maybe discussion ought to be had at a certain level.  You are not saving money by not treating people with cancer early.

Dr. Zelinger:  That very same logic has been use to fund a couple.  I think there are five or six HIV 1115 projects where the theory again is that you are allowing—you are providing access to medication and primary care for patients who are not yet disabled and who do not yet qualify for Medicaid.  So there is precedence for all of these different things.

Dr. Freeman:  But that HIV—is that—did that—how was that put into effect?  Was it a regulation of CMS or did it have to go to Congress or how did you get it?

Dr. Zelinger:  This came up through states and then it was hotly debated.  Again a lot of concern.  Under any of these 1115, the Office of Management and Budget is looking at budget neutrality and they are getting tougher and tougher, and they are really very big players in this whole thing.  So you have got to show that what you propose—what they proposed for HIV care, the same thing for early precancerous—care of women with early precancerous lesions—that you are actually saving money within a five year period.  They have different formulas.  Again, I do not have working knowledge of all of that.

So it comes up through the states, and I think—I have not checked lately on the status of those.  Four or five of these 1115s specifically to deal with the kinds of things now you are suggesting.  So there is a couple of different ways you can look at it.  It is cervical cancer or precancer as an entre or you can through an 1115 or an 1115 where you just raise income levels perhaps.

 Dr. Freeman:  Now, is it possible to do this in selected states or you have to go nationwide?

Dr. Zelinger:  Oh, no.  This is you have got to battle it--you have got to start with one state.

Dr. Freeman:  State by state?
Dr. Zelinger:  Yes, state by state.  You have got to get a state interested.

Dr. Freeman:  And where do you make that argument?

Dr. Zelinger:  At the state.  At the state Medicaid agency.  Again, hopefully, you get a broad base interest and bring in the state Medicaid directors along with—if you want the Medicare folks there, and any of the other players and stakeholders.

Dr. Partridge:  But it is not an issue for cervical cancer right now.  Not for cervical cancer.  For cancer, in general it still obviously is but cervical cancer is covered now in 46 of the 50 states.

Dr. Freeman:  Covered?  In what way covered?

Dr. Partridge:  Medicaid Treatment Act.

(Simultaneous discussion.)

Dr. Partridge:  You can go to a Level 3 or whatever it is and that is a thing that—

(Simultaneous discussion.)

Dr. Freeman:  But I do not think—I challenge you on that because the only thing I know is that at the CDC level that may be true for those people who join that program but it is not true for the 85 percent of American women who could qualify based on their economic status who are not entered.  That is what my understanding is.

Dr. Partridge:  It depends on what level—

Dr. Zelinger:  Is that the data, 85 percent of those who could qualify are not?  

Dr. Freeman:  Susan?

Dr. True:  Let me put it this way:  If you average out all of our programs across the board we are screening approximately 15 percent of the women that we suspect are eligible out there.  If you look at the 70 programs you will find that some screen less than 15 percent, and some screen dramatically more.

We are currently investigating the infrastructure systems that allow those states that screen so much more than 15 percent to figure out what it is that they are doing so that we might apply those techniques to the states that are not doing as well.

I believe, and I have been a program director so I know what this is like at the implementation end of it at a state, I believe that with the same dollars we have, we could do better if we had some sort of massive changes in some of the programs.

Now, because the programs design themselves, so to speak, we would not mandate that changes be made but we could certainly incentivize the changes that we find would be useful.  But we are talking about a process it is going to take us a couple of years to do and this is not going to happen tomorrow.

Dr. Zelinger:  I think you are talking about two different—I mean, we are talking about a lot of different things.  I mean, yes, we have a mechanism here to bring more people into the program, a lot of potential there.  But you have also talked about the need to really find out who—which people, paraprofessionals, professionals need to work in the system to better educate consumers, to better educate providers.  You have got to want to test all of this stuff and it seems to me you really need to focus on the things—you know, on a research and demonstration type project to do that in a particular area.

I mean—and then once you do that—I mean, we have got some of the broader issues of coverage now through this act really in place to do some of that stuff, but I think you need to be more focused about what you want to accomplish and how.
Dr. Freeman:  Let me explore that point.  I think you have to distinguish between a demonstration project that that we might get agreement  to carry out and the question of what could we do without—with the system the way it is now.  Could we do anything different or better with the way CMS is now connected to HRSA, connected to whatever part of government?

I think the research idea is a good one but I have sort of a concern in a way that this has to be done that we are so often doing demonstrations that end in three years or five, and then they disappear, and that is the history of most demonstrations that I have ever known of in my work.

A more substantial question is, is the system itself flexible at all the way that it is or is it just rigid, you cannot do it? 

Dr. Zelinger:  It is a whole different deal on the Medicare side where it is potential under existing authority statutes and regulatory authorities to, you know, put an emphasis in one area versus another but traditionally in Medicaid—I mean, the system is administered, as you were told yesterday, at the state level.

We do not come out in CMS for the Medicaid program like they do in Medicare.  We do not mandate things.  We operate within these broad federal guidelines, so it is very rare for us to mandate anything.  The action is really all at the state level unless Congress were to legislate something like they did for the breast and cervical.

So that really is not as feasible for us on the Medicaid side.
Dr. Freeman:  But you are saying that if a state deliberated and came up with something—

Dr. Zelinger:  Through an 1115 or maybe even decided to do it under its regular.  There is a lot of flexibility they have under its traditional Medicaid program that we would never hear about.  It would not even require any new input from us.  The action is really down there.

Dr. Freeman:  And I think those are really important distinctions that it sounds like it is conceivable that a given state like Alabama could deliberate.

Dr. Zelinger:  I think so.

Dr. Freeman:  Within what is already allowed.  For example, we heard yesterday, some of us for the first time, from Mr. Greenberg that Medicaid—within Medicaid it is possible to pay for—what do they call it?

Dr. Partridge:  Case managers.

Dr. Freeman:  Case managers.  Now, I did not know that and neither did Ed Partridge who is very active in Alabama. 

Dr. Partridge:  The CDC folks know that.

Dr. Freeman:  Does CDC know that?  Okay.

(Simultaneous discussion.)

Dr. True:  It is not case management the way we define it in the program and therein lies some of the difficulty in communicating about it.  The case management that the national program expects and defines and supports and the case management that Mr. Greenberg has shared with us is that sort of approach that Medicaid takes are different.  They are sort of qualitatively different and they way they happen on the Medicaid side there are different ways for them—for it to happen.

It can happen with the primary care provider.  It can happen with the specialty care provider.  It could be an administrative function that is paid for and so forth.  It is a different—a little different animal than the case management as we know it in the national program, which is very much oriented towards ensuring that the client has what she needs and can get what she needs at every steps of the way.

Dr. Freeman:  And so I am not speaking from your part of this, which is a much smaller part.  I am talking about the Medicaid program as a whole.  We were told—not in relation to the CDC program but in relation to the Medicaid program itself that it is possible for these type of people to be paid for who are case managers or whatever they may call them.  But that the state would have to make the proposal or would have to bring it up.  It will not automatically happen from Medicaid.

But still that is an important thing to know, and maybe we would need to work some more at our state levels in order to make this happen.

Dr. Partridge:  Let me ask you:  If I got that group together that I talked about earlier, which includes the Medicaid Agency for Alabama, what kind of influence can you have from a national level to encourage that person to sit down with me, to talk with me, to work with me, to say this is something that is important for us to do?  Any?

Dr. Zelinger:  Well, that is a tough one because, you know, we would run that up the flag pole in a sense within the current administration to see where the priorities are and so on.  I think working at staff levels there is a lot.  You know, there are some resources we could possibly bring to bear and so on.  But in terms of how energetic and the likelihood of this happening, you know, you run it up a flag pole at CMS and see where they are.  And then—and again we need to talk to the folks who deal every day with all these actors and then you have the Office of Management and Budget, and so on and so forth, and everyone gets pulled into that to see how much leverage quite honestly.

Does that answer—does that help you at all?

Dr. Stevens:  You might want to sound out your governor and your congressional delegation on the issue to find out how important it is to them, especially the governor in terms of Medicaid, and how much support there is in the state to make the request.  

Dr. Zelinger:  Well, that is—

Dr. Stevens:  What did you say?

Dr. Zelinger:  Because a large percentage of it is their funding.  So they have to have the money in the state coffers.

Dr. Freeman:  Dr. Ma?

Dr. Ma:  I want to go back to your question in terms of eligibility on the income side.  I also want to look at the immigration status.  As I recall, two or three years ago, they had restrictions for permanent residents who had been here at least for a number of years.  I am not quite sure now of the reasons for this.  After they get a green card they have to stay another five years in the same state.

Dr. Zelinger:  I am not an expert on that, but there are qualified and unqualified aliens, so-called aliens.  If you are so-called unqualified, and these are—I think they are state decisions that can be made in terms of whether they want to allow you to qualify for Medicaid within the five year period.

If you do not qualify and are not otherwise eligible for Medicaid, the only thing you qualify for is emergency services, which would not generally—I do not know if you got into that at all yesterday—generally cover the kinds of therapies that you have been talking about, although some states make different kinds of decisions when they see an illegal immigrant who needs cancer chemotherapy or needs routine dialysis.  Some of those states decided that that represents to them emergency care.

Dr. Ma:  These are not illegal. These are legal immigrants who got green cards.

Dr. Zelinger:  Okay.

Dr. Ma:  Waiting for about 10 years – they got their permanent resident card and then they have to wait another five years to get Medicaid.  You know, another thing, I think, they have to become U.S. citizens.  So there are a lot of people getting green cards, they may not want to get citizenship, but they have been here for 10 to 15 years still.

Dr. Zelinger:  Yes, a lot of that is state driven.

Dr. Ma:  So one thing is income and the other is immigration status.

Dr. Zelinger:  Yes, definitely.

Dr. Freeman:  Dr. Myers?

Dr. Myers:  It would be nice if we are able to put together a focused effort.  If you were able to bring—we were able to bring to the table a group that is—well anyway, rural health clinics are not federal.  It is a pay relationship, not a grant relationship.  But there are 3,300 of them, and they are much smaller than a community health center.  They are technically what you would call a rural practice, a rural clinic with—and they get some advantageous money from Medicare or Medicaid in order to keep them there.  And it is not a marvelous system, and there is not a lot of federal leverage there but they are the people that are there in the places that are not fortunate enough to have community and migrant health centers.

And if there were a way just to bring them into the discussion and say are there any good faith roles that you can play in this or can CDC convey to them at least the promotional and informational materials that go in the waiting room?  Or just—

Since there is no grant money there is not a lot of leverage to pull but I think that some of those folks are good faith players.  And if there were a way to make it possible for them to be involved, it certainly would not hurt and it might help.

Dr. Zelinger:  We fund a good percentage of the RHCs and FQHCs and they are paid on a little different—that is where funding drives what you do.  They are paid.  They used to be paid prior to 2000—so-called BIPPA 2000 on a, you know, one encounter basis regardless of what you did during that primary care visit in the RHC or FQHC.

Now, it is a perspective payment rate that has been established for visits.  It actually can be broken out by type of visit.  So I think what you have to convince these groups to do is incorporate some kind of education and counseling as part of the care that these patients receive.  They will not necessarily get any more money from the Medicaid/Medicare programs for that but it will be up to them to incorporate that in.

Dr. Myers:  I do not have a vision of what role they might play, but they are the folks on the ground in probably 80 or 90 percent of the counties we are talking about so it would be nice to—

Dr. Freeman:  I would like you to clarify that for me now.  You are not talking about the HRSA Clinics. Now, this is another layer of clinics called the rural health clinics.

Dr. Myers:  Yes.  Now, suppose—if you were in practice in Hyden, Kentucky, and you were going broke but you were in a county that was underserved, you could apply to the state for recognition as a rural health clinic.  They would come survey you and say you are doing the things you need to and if you do certain things we will recognize you as a rural health clinic and we will pay you what it seems to cost you to see patients as opposed to the ordinary fee scale.

Is that close?

Dr. Zelinger:  Yes.  Again, the funding is on a prospective payment.  It is calibrated differently but that is the idea.  There is a little added cost factor.

Dr. Myers:  And some are private practices.  Some belong to small rural hospitals.  Some are run right in the small rural hospitals. Again, not a very elaborate and sophisticated system.

(Simultaneous discussion.)

Dr. Sumaya:  It is called comprehensive primary care center and it does not have a similar or rigorous board of directors.

Dr. Myers:  No, it would be a for profit.

(Simultaneous discussion.)

Dr. Myers:  It was designed when rural practices, particularly in Texas, were dying and going away, and this was seen as a way to stabilize and keep them there as opposed to community health centers that were seen as a way to build model capacity in needy communities.

Dr. Freeman:  Now, to develop that idea, now connect this to what we are saying.  What are you saying?

Dr. Myers:  That this imperfect, and I will not say system, this imperfect set of rural health clinics is what is in most rural counties and we should find some way to see if they can contribute to this effort.

Dr. Fouad:  In rural counties, we invite those physicians into our meetings.  That is, you know, like Ed yesterday talked about the model and getting the providers and the nurses and the community health advisors.  We have been contacting those.  And actually they are looking for resources.  You know, they want to help us.  They really want to help us but also they want to be involved in looking into some resources because it is just the resources that are very, very poor even for them.

But we do contact some of those rural health clinic physicians and their staff when we are out there and them come—even sometimes do education to our women, do mentoring sessions, talk about breast cancer, talk about cervical cancer, so we are trying to get them involved but we cannot get them anything back.

Dr. Myers:  I am not aware, for instance, that CDC—I mean, CDC is one (if you will excuse the term) culture.  Rural health clinics are not—I am not sure if there has ever been some kind of courtship behavior to see if there is any way that they could help each other.  So I can at least give somebody a contact name here in town.  

Dr. Freeman:  Well, if there is a question involved more than your agency, so I am going to shift the weight away from you, but we are going to come back to you, and talk to HRSA on the same question.  Which is assuming no additional funds become available, what could HRSA do to better coordinate services or otherwise extend its reach to this target population?

Dr. Stevens:  There are a couple of suggestions I have.  What we heard yesterday and that we are working with the National Cancer Institute and with the CDC on – 12 health centers to actually develop a content for this thing, the system change for this thing.  We will be finished with that in the summer of ’03.  At which time we are going to roll this out to other health centers.  And what we could do, if we know now, is we could begin to think about targeting or urging the health centers that are in some of the areas that we discussed to be part of the group that participates in our first cancer collaborative.

The timing is actually pretty good because if we begin this in July of ’03 and we have this time to work on who they would be and where they are and see who is ready to do it, that is about right, and also working some partnerships out.

So we would do—we could do that, and we would further invite Ed or anyone here, or anyone you know, our third learning session for this group is in February here in Washington and you could actually see what they are doing, and talk to them, and some of the expert faculty that we have, and just get a feel for this thing because it is easy to talk around a table.  It is better to get your hands pretty dirty there.  And we are open to that and let me know.

So that we could actually start working in the areas that we saw on the map in July ’03 and changing actually the practices here and trying to put this together.  The advantage of that is we already have the National Cancer Institute and CDC and others working together on this and we could so easily fund it.  We could expand the partnerships and continue to work together.
The other is in the area—two other things in the area of policy.  It is not so much—some of it is some things we could do but what I also want my other partners to consider is that when doing some initiatives around cervical or any of the cancers that—and there are funding opportunities to put in the request for proposal, however you call it in your agency, a suggestion that potential applicants partner with our health centers.  We have done that with the CDC and it has just been very effective.  You do not have to—I do not mean—you do not have to be hard.  You know, you do not have to hit people over the head.  But to make that suggestion, have a contact person so it can be facilitated if they are interested is really great.  So when things get started on the kickoff, you know, the get-go, you have people at the table and you have worked it out at the local level because that is where it needs to be worked out.
The other is to let you know because I did not mention it yesterday, which is more of a long range thing, is that the president has slated health centers to expand over the next five years.  In fact, this past year we had about 150 some new sites and 70 or 80 expanded sites.  But basically the goal is 1,200 new access points by 2006.  That means—Barbara had shown some maps—there are some empty spaces out there, OK, where there is potentially going to be some new service delivery sites.  This is helpful to everybody sitting here at the table no matter where they are from.

I think it is—this—that is important because what we are doing now can be translated into a growing number of sites as opposed to a stable number of sites.

We still have the issues around reimbursement and all that.  I understand that but at least we will be expanding some primary care capacity into areas that are desperately needed.  And, also, being able to reach in some of the populations that have been inadequately covered so far.

So that is more of a long-range thing but I think that just emphasizes the importance of working together now so as this starts rolling out that all this can come together in a much better way – Oh yeah. Of course none of us has been funded yet for this fiscal year. which will probably depend on what happens next week exactly when that will be.  It could be as late as February I figure.  It is in the budget and it is right there.  And we have already a year of expansion and we continue to do that.

The other thing just to let you know in terms of information, because when Ed said it should be a local decision, you know, it really is—there is a lot of that for us—we do not run the health centers, you know. I am not the medical director of the health centers.  They are 501C community controlled organizations and they do receive some funds from us which is very important and there are some policies, as Ciro says, that they must comply with because they receive this money.
But they are organized at the state level in what is known as primary care associations.  These are also 501C membership organizations that HRSA funds and the good thing about this—there are many good things but one good thing for those who want to partner is you can go to one place.  You do not have to run around in your state, you know, to figure this all out. You can go to the primary care association.  If you need to know where it is and stuff, you can talk to me later and I can tell you that.

We also fund primary care offices.  Those are usually entities in the health department.  And their role is to try to bring together the diverse categorical programs and other programs at the state level that are trying to build primary care delivery for the underserved and trying to get it all together.  And they can be a resource as well because that is what you are trying to do in cervical cancer.

So that is a great place at the state level to work with people and make some decisions and so forth.

Dr. Reuben:  I have a question.  You just mentioned this is a possible point to bring a lot of the health worker programs together.  Would that be an avenue for addressing the problem where for example someone comes to a  Maternal and Child Health Program or an STD program, it is a perfect place for them to get a pap smear but they cannot do it because of who gets to count the encounter?

Dr. Stevens:  It depends on the state.  You know, they—the weakness of the primary care offices is—and I think they would agree with me—is they do not have that kind of leverage.  They are there to facilitate that kind of thing but you usually would have to talk to whoever in that state is the commissioner of the public health system and talk about how they are going to do that.

But they can be—depending on the state, they could help facilitate that but they do not have the kind of leverage that a commissioner of health is going to have or a governor where some of that stuff needs to flow from and usually does.

Dr. Freeman:  What is the relationship between CMS and HRSA, if any?

Dr. Zelinger:  Well, we have a lot of, you know, mutual interests.  You know, in the community programs—community health centers, we are paying for what, David—a good chunk of that.  The RHCs we are paying for.  So we are paying—again, it is done on a payment vehicle—I mean, the setting is the federally qualified health center which HRSA processes and then this look alike thing, and then as different kinds of patients with different insurance come in or uninsureds, they are handled—Medicaid will pay the bills and Medicare will pay the bills.

Dr. Stevens:  Forty percent of our patients are covered by Medicaid.  So we are important customers for each other in the sense that we take care of Medicaid—a large number of Medicaid beneficiaries, and we are responsible for the stewardship of money from—you know, Medicaid money and also to deliver a quality health care program for the money.

Dr. Zelinger:  How about Medicare?

Dr. Stevens:  We have very few.  Medicare is very small. You know, it has been a while since I checked but I do not think we have more than half a million or so people on Medicare.  They are snatched up by the other part of the health care system.

Dr. Partridge:  Do you pay for infrastructure in these?

Dr. Stevens:  No, we pay. That’s our job.
Dr. Partridge:  Just salaries.

(Simultaneous discussion.)

Dr. Stevens:  Our budget is a million dollars—a billion dollars.  So it is a fewer—you know, so of the little group here—okay—to give you some perspective.  It will be growing.  It will be a billion-and-a-half next year but—

Dr. Partridge:  That is the federal government.

Dr. Stevens:  That is the federal government.

Dr. Partridge:  And what agency?

Dr. Stevens:  HRSA, the Health Resources and Services Administration.

Dr. Freeman:  They are reporting to Health and Human Services?

Dr. Stevens:  The Department of Health and Human Services just like you guys.  So it is the—you are right.  And its infrastructure is also not categorical.  So we do not have—and actually it is in some ways, I would say, fortunate when you look at the—we do not have earmark money.  That is not money that says of our grant, this is going to diabetes, this is going to cervical cancer, this is going to this—it is for an integrated primary care program.  And, yes, that works.

So that means that if we have an outreach worker that is pulling women in for cervical cancer, they are going to probably be signing up that woman for Medicaid if she qualifies for it and they are going to ask if there are any children in the family and they are going to be working the whole—you know, the whole deal, which I think is an advantage to a categorical problem rather than a negative.  And so I think that works well.

Dr. Freeman:  I would put to Susan True the same question.  Question number 3, assuming no additional funding, what could the CDC do better to coordinate services or otherwise reach the target populations?  You may be already doing what you can do but I just—I did not want—

Dr. True:  I think we are doing some of what we can do but I am sure that there is more that we could do.  As with any kind of puzzle that you are trying to put together, you can only put together the pieces that you can find.  

And I think that probably some people around the table represent puzzle pieces, if you will, that our programs are not very knowledgeable about and that if we can clarify for the programs all of the different resources that might be available, we raise the likelihood that those resources will be brought to bear within the program.  So that is something that I will work very hard to make sure that we do.

I would encourage also that we continue doing the investigations we are doing about, for example, what is it about the infrastructure that programs can develop that allows them to screen more rather than fewer patients.

The work that we are doing about how to reach the never and rarely screened women. Our programs stand ready to do that.  They have systems in place to connect women to care, to follow those women.  They have the materials in the different languages.  They are very well prepared to screen those women but they cannot find them.

And so we are working with everyone we can think of but perhaps there are many others that we could be working with to try to identify where, for example, foreign born women are-- so that we can reach out to them and we can connect to the agencies in those communities that work with the women already and are trusted, and can facilitate their coming into our system.

We have a lot of work to do and I am really encouraged to see so many people here who have pieces that I think we can maximize to help the effectiveness of our program.

We also need to work long and hard with our colleagues in Medicaid to smooth out some of the bumpy areas in the treatment act and I think all of us need to advocate and make recommendations perhaps back to the national dialogue on cancer, which has the ability to sort of nationalize some of these things that we would like to see done on a broader effort.

And if we can get the various subcommittees of the national dialogue to take to their larger group, which is chaired by former President Bush, which has governors’ participation and so forth, we can really make that voice that Dr. Stinson talked about yesterday, the people asking for this to happen, that could happen through the national dialogue and we could be the catalysts for that…
So I would like to recommend that we make some firm recommendations and those of us around the table who are with connections to people like Dr. Marks who sit on the national dialogue could carry those recommendations forward, and I think they would carry a lot of weight in that setting and maybe move some of these global issues forward.
At the same time, you already know that I think this is a local problem that needs to be solved locally and I will do everything I can.  I will work with anybody at the table or anyone you recommend to help our programs connect to entities or resources that will help them do a better job and screen more women and the right women.

Dr. Freeman:  Thank you.  AHRQ, the same question.

Dr. Felix-Aaron:  Certainly, I was about to raise my hand.  In terms of—we are a research agency and not a service agency, but in terms—I understand that the focus here is looking at service programs but we believe that there is a science to the delivery of service.  Yes, there is discovery and delivery but there is a science to deliver.

We think that we can contribute in terms of understanding, you know.  One of the assumptions is that there a lot of—I mean, that there is an excess fat in the system, meaning that there are women who are insured and who are not getting screened.

And so—and so an area that we work on is trying to understand better why screening services is an add on, why are women coming to their primary care providers and not getting services, and not getting screening services.

And so we have our networks, our practice based networks, primary care practice based networks that we would work with to address this very special issue.  And, I mean, I think that as we move along in terms of, you know, other pieces coming together that we would be happy to lead the evaluation component of this entire process.

Dr. Freeman:  Okay.  It is time for lunch.
Be back here at 1:00 o’clock.

Dr. Partridge:  Could we consider a 30 minute lunch and get out early?

Dr. Freeman:  Okay.

Dr. Fouad:  Could we bring our lunch here?

Dr. Freeman:  Is anyone from NOVA here that could tell us those answers?  Let’s get the answer to that.


(Pause.)

DR. FREEMAN:  All right.  The answer is yes, we can bring – get your lunch, bring it in here.


DR. PARTRIDGE:  Harold, let me ask you a question.  Are you interested in us being able to, in three or four areas, targeted geographic areas, to be able to put together a coalition of the people that are around this table to address the cervical cancer disparity in that area to show first behavioral change and then mortality change as one part?


Obviously, the other thing that I keep hearing is, particularly from you, is national change, you know, and things like coverage for cancer and so forth, which I feel like I could play a part in but do not have – an not empowered to do that in the sense that I could not bring this group of people together in the Delta or the Black Belt or both to sit around a table and say the Center for Cancer Health Disparities has this as their mission, how can we then begin to accomplish that mission?  I can do that.  I can do that.


DR. FREEMAN:  Making that decision now, the Center for Cancer Health Disparities would like to give some oversight to moving that ahead in one or two or three communities, and yours could be one.  Barbara Wingrove is the contact person.  We have not really talked this through as to what our strategy should be overall but that looks like an overwhelmingly important suggestion because people around the table have all said that this may be a viable thing to do.


So we will cooperate from the center with you to bring these coalitions together and then in the context of how the agencies advice that we have received here today.


DR. HOBB:  Dr. Freeman, if I could just add one thing – Reuben Kingshaw, who is our deputy administrator, is actually very passionate about health disparities and so you will have – so long as you bring it to his attention you will get a good hearing from him because it is an area of personal interest on his part.


And the other thing is the administrator, Tom Scully, is also equally passionate about consumer information and that is why you see the nursing home report card that went out in six pilot states.  It is going to go out nationally.  That will be forwarded in another year by a report card on home health agencies.


So CMS – you have two people that are – Ruben is someone who is very interested in health disparities in specific and you have an administrator who is very interested in informing the public and thinking that informed Medicare beneficiaries leads to competition and leads to a better health care system.


So to the extent that I can add that as part of the flavoring to how you think about us, and you should not think about CMS as Gerry and myself, you should think of it as Tom Scully and Reuben Kingshaw.


DR. FREEMAN:  If they were here would they say that?


(Laughter.)


DR. HEBB:  Reuben is particularly interested in health disparities.


DR. FREEMAN:  We will do is do a little more planning on this, Barbara, but I think this is a very important suggestion to bring coalitions together in one, two or three different regions where disparities is a big problem in this nation.


I think the two minutes is probably up but we have to go out and get our lunch.


(Whereupon, at 12:12 p.m. a luncheon break was taken.)
