FINAL WRAP-UP


DR. FREEMAN:  Well, I want to thank everyone for spending this time with us.  As I see the issue, we – without going into detail, we are using cervical cancer as a metaphor for human distress, cervical cancer mortality as an indicator, a marker, a surrogate for the bad things that happen to women.


It is probably the best choice because we already know what to do about it to a great extent and it does not cost that much money to treat an individual patient who has early disease.  But it is a big undertaking to use it as a marker because we have shown – yesterday you were not here, Dr. Zelinger at the time – that the geographic barriers in which there is excess cervical cancer mortality are markers for other excess mortality, including heart disease, including infant mortality, including other cancers.  So it is not an accident that we picked this disease as a human marker.


So we believe that if we can do something positive in this area we can get to the bottom line of this, which has to do with not only disease but has to do with the human experience that surrounds a disease because Ed Partridge said that he has not seen a cervical cancer in a college graduate for his whole career and that is quite a statement.


So this has to be a marker for distress, for lack of resources, for lack of knowledge, for certain behavioral issues that people may be driven to or infrastructure problems that exist in our communities, such as distance, such as lack of health care facilities, such as not enough doctors or whatever.  So this is the context in which we are taking this on.


It is very critical to bring to the table the people that are sitting around this table because in the end the solution has to come from the government agencies first and after that it may be possible to influence the private agencies.


I have noticed, for example, very often when Medicare sets a fee, it becomes a standard over time.  So Medicare has power to set the tone for American health care.


So I think it is very valuable to see what we need to – what we could do in a few local communities bringing certain people to the table, including CMS, including HRSA, including the CDC, including the state cancer plans and the ACS and whoever we might need to bring.


I think we need to define what we are asking them to consider very clearly because to bring that many people together in a nebulous situation nothing will occur.  What I see as the problem is that we have a problem getting people into the system who need to be in it who are not in it and we have a problem getting people through the system to the point of treatment and hopefully cured.


We have had a reactive system with respect to cancer and other diseases, particularly cancer.  I heard a politician once argue that everyone has access to health care because we have an emergency room system.  Well, that may be true but at some point in the course of a disease you will get to a hospital.  Too often I have seen women come into the hospital in Harlem with breast replaced by cancer.  You cannot see her breast, all you can see is cancer.  And the politician was right, this woman did get into the hospital through the emergency room but too late, and that is not a humane way to have a health care system.


So we need to think deeply and logically to see what resources do we have in this great country to bring to bear.  The $460 billion enterprise that you help to oversee, how could it be better used?  I am sure the people are sincere in wanting to help American people.  Is there some opening to be a little more creative in the way we use some of that money?


DR. FREEMAN:  The HRSA system is only 1/400ths of that amount but still very important because it had 4,000 centers distributed throughout this nation and the 3,600 other smaller centers that were mentioned as well.  How do we connect to the HRSA system?  The HRSA system has a philosophy.  Doing a great job.  I have a son who works at one of these places and –


DR. STEVENS:  So now you tell me.


(Laughter.)


DR. FREEMAN:  Well, my son says you do a great job.  But you do a great job with pregnant woman.  That is what he said.


DR. STEVENS:  He is at West Side?


DR. FREEMAN:  I think so.  You know about that?  We will talk later.


(Laughter.)


DR. FREEMAN:  He says you do a great job.  I asked him, “Well, what about – what happens to the women who need a hysterectomy?”  He said, “Well, we do not see them very much because they are not paid for in our system.”  Is he being honest?


DR. STEVENS:  He cannot get hysterectomies for his patients.  That is probably true

DR. FREEMAN:  That is what he said.


DR. STEVENS:  Maybe at the city hospital.

DR. FREEMAN:  But that you are doing really good with the pregnant women who are uninsured in your system.  Your rules say if you are pregnant you can get treated in this system and you do great work.


But then what happens to the person who has got something else. It might be cancer.  It might be cancerous.

DR. __________:  Get pregnant.


(Laughter.)

DR. STEVENS:  It is not a disease!

DR. FREEMAN:  Well, some of these women are too old to get pregnant.  It is another story.  I will not get into the story.


DR. STEVENS:  Yes.


DR. FREEMAN:  We heard the testimony of a woman who – in an actual hearing – I will digress on this point – who was pregnant and was covered because she was pregnant.  She was in a southern state, West Virginia I believe it was.  And the President’s Cancer Panel hearing – oh, no, ACS hearing.  At the point of delivering the baby the doctor noticed something peculiar in the cervix.  This woman was like 30 years old.  And he took some cells.  She had a normal delivery.  The baby is fine.  They diagnosed cancer of the cervix at the moment she delivered.  At that same moment she lost her coverage because she was only covered because she was pregnant.  And then she had to fight her back and it took another two years to get treated.  That is a side of the story.


Getting back – we have some serious work to do.  I really think that hearing from John Hebb and Gerald Zelinger here today – I am kind of impressed that you guys are serious about this and you have some feelings and you believe that your bosses do, too.  That is very helpful.  It is very helpful.


I think that David Stevens and his group are showing the same kind of compassion, and others.


So the Center will get deeply engaged in this.  We have come up with three strategies so far.  We will be thinking more deeply.  And we will be having post-mortem meetings – and post-mortem is the wrong word – with my staff to think a little more deeply about what we have learned over this day-and-a-half.


The Vietnamese population is very disturbing to me.  A small group of women in numbers but deep problem, a linguistic problem.  Many times you have mentioned people who have green cards but are not citizens.  They have not paid their dues into the Medicare system and, therefore, they are not eligible beyond 65.  You know, not eligible for Medicare or Medicaid but have cancer perhaps.  Something is not right.  I know you cannot solve that but we can not ignore that.


So I think we have had an interesting two days, and the Center will carefully think this through.  We will follow through on the three strategies that we have mentioned and we will keep you informed about decisions that we make in the future and I want to thank all of you very much for being with us.


(Whereupon, at 2:07 p.m., the proceedings were adjourned.)

*  *  *  *  *

