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P-ROGEEDI-NGS
(9:33 a.m)

DR FOX I’m Dr. Earl Fox, the
Admi nistrator for the Health Resources and Services
Adm ni stration.

W' re the federal agency in HHS that is
charged with ensuring access to essential care, for
under-served Anericans. W appreciate each of you
joining us today for this Health Care Rx: Access For
All, US. Departnent of Health and Human Servi ces Town
Meeting on Race and Heal t h.

I’d like to take just a mnute at the
begi nning to thank a nunber of people who have been
hel pful and w t hout whose invol vement this day woul d
not happen, including to begin with, Judith Wnston,
who is the Executive Director of the President’s
Initiative on Race; Laura Harris, consultant to the
President’s Initiative on Race Advisory Board; Dennis
Hayashi, who will be introduced a little later; Judith
Kurland, on ny left, who is HHS Regional Director for
New Engl and; Marilyn Gaston, who is the Associate
Admi ni strator for the Bureau of Primary Care within
HRSA, and the other HRSA and regional office staff.

We also are fortunate to have with us
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t oday, several nenbers from W rcester Community
Conversation on Race Relations. Congressman Jim
McCovern has convened this group and | understand that
several nenbers are in the audi ence and we are pl eased
to have themw th us. And al so, the advocacy group
Health Care for All, has a | arge presence here today,
and this is a consunmer based organization that is
dedicated to the principle that health care is the
right of every man, woman and child in Massachusetts.
Health Care for All has worked tirelessly for the
rights of all consuners, particularly the uninsured
and under-insured, since 1985.

We also, | understand, wll have sone
menbers of staff fromthe congressional del egation,
nost of them are in Washington today for sone votes
that are going to be taken on the floor.

We are here today to discuss barriers,
barriers and bridges to health care for racial and
ethnic mnorities. W do have an anbitious agenda
this nmorning and I know you are as eager as | amto
hear the perspectives of those on the panel, and
actually, we are anxi ous to hear conmments fromyou as
wel | .

It’s ny pleasure to open this neeting this
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nmorning with a welcone from the President of the
United States. As nost of you, | hope, know, the
President is absolutely conmtted to inproving the
quality of race relations in this country.

The President’s Initiative on Race, which
this meeting and the Health and Human Services
initiative to elimnate racial disparities in health,
are inportant parts, this is a vital force, we hope,
to pronote a national dialogue on race issues, to
i ncrease the understanding of the history and the
future of race relations, hopefully to pronote
i ncreased opportunities for all Americans and to
address other pressing issues related to race.

Ladi es and gentl enen, the President of the
United States, Bill dinton

Rol I the video.

(Wher eupon, U. S. Presi dent
WIlliam Cinton addressed the
assenbly via a videotaped
nmessage. )

PRESI DENT CLINTON: 1'd like to wel cone
you and thank you for participating in this inportant
conversation about race in Anerica. Anerica has

al ways stood for the shining ideal that we are all
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created equal. W haven't always lived up to that
ideal but it has guided our way for nore than two
centuries.

As we enter the 21st Century, we know t hat
one of the greatest challenges we still face is
| earning how we can cone together as one Anmerica
Anerica will soon be the nost diverse nation in the
world, will those differences divide us or will they
be our greatest strength? The answer depends on what
we are willing to do together.

W nust confront our differences in honest
di al ogue, yes, but we nust also tal k about the conmon
dreans and the values we share. We rmust fight
discrimnation in our communities and in our hearts
and we nust cl ose the opportunity gaps that divide too
many Anericans in real life.

That is why | launched this national
initiative on race and |I’mvery glad you're joining
us, your views, your ideas, they are very inportant,
| ask you to share them with Dr. Franklin and the
menbers of ny Advisory Board. They are hel ping ne
reach out to communities |like yours all across our
nation. | look forward to hearing fromthem about the

results of your conversati on.
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Pl ease go back to your nei ghbor hoods, your
school s, your work places, your places of worship, and
continue this conversation about race. Take a
| eadership role. Together we can build a stronger
Anerica for the 21st Century, as one Anerica. Thank
you for helping us to neet this nost inportant
chal | enge.

DR FOX | always wanted to say, roll the
vi deo.

(Laught er)

DR FOX: W are now, before we nove into
our keynote address and our discussion with our two
panel s, going to have a few renmarks by nmenbers on the
podi um here.

I'd first like to introduce Judith
Kurland, Judith Kurland is the Regional Director for
HHS for the New Engl and Region. Judith not only has
been Comm ssioner of Health for the Gty of Boston but
has worked tirelessly to hel p the under-served i n many
conmunities in this region receive care, and al so has
been extrenely involved and instrunmental in this
nmeeting becoming a reality. And |I’m going to ask
Judith to introduce our next presenter.

M5. KURLAND: Thank you, Earl.
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On behal f of the New Engl and Regi on of
HHS, 1'd like to welcome Dr. Franklin, CGovernors Kean
and Wnter, we are honored that you’ ve chosen Boston,
that you’' ve cone here to have this conversation about
race and heal t h.

And perhaps no other building synbolizes
our city’s and our state’s and our nation’s struggle
on the interest of race than this building, which at
one point was a slave market and was al so the place
where the Sons of Liberty nmet, to talk about a new
nation, and where abolitionists nmet |later, and
yest erday, 500 eager people of every shade were sworn
in as our newest American citizens. So | think this
shows our ups and downs but our hope for steady
progress on the issues of race.

Boston is a city that works and it works
in great measure because the man that | have the honor
to introduce works, he works really hard. And his
goal is actually so sinple and so elevated, it is that
this city be a place of hope, opportunity and success
for everyone who is init, all of those who work here,
all of those who conme here. Those whose famlies have
been here hundreds of years and those who cane

yest er day.
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He has struggled to nake sure that all
children get the benefits of a superb education, that
health care is available and appropriate for all. He
has made this city, once again, a beacon to the
nation. It’s ny honor to introduce the Mayor, Tom
Meni no.

(Appl ause)

MAYOR MENI NO. Thank you, Judith, and
wel come panelists, to Boston. Judith, thanks for that
great introduction.

Judith, at one tine, was the Conmm ssi oner
of Health and Hospitals for the City of Boston, and
even though she was appointed by the previous
adm ni strati on, she had some problens there. | was a
city councilor at the tine, and it was always a twel ve
to one vote, with Judith, I was the only supporter,
and Judith was the conm ssioner. She had the good
i deas but you know how mayors sonetimes control the
agenda.

(Laught er)

MAYCR MENINO.  But Judith was a breath of
fresh air when she was Comm ssioner of Health and
Hospi t al s.

Let ne first welcone you all to this




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

11

hi storic town nmeeting on race and health. You have
cone to the right place and the right city to di scuss
this pressing issue. Nearly 200 years ago, Paul
Revere founded the nation's first |ocal board of
health, right here in Boston. Because of this early
publ i c heal t h agency, Boston weathered an out break of
cholera, in 1832, with alnost no deaths, far better
than other cities in this country.

| amproud of our tradition of our concern
for the health of all people and proud today to uphold
this value as a major priority in our city’s
admni stration. Two years ago, we took the bold steps
of nmerging, to keep the city’s public hospital open to
serve all who came to its doors, Judith and | started
that five years before | became mayor, we coul d never
get anybody to listen to us about nmerging a public
hospital and a private hospital, when | becanme nmayor
there was only one decision nmaker, it was me, and we
didit.

Because it was inportant to save the
m ssion of Boston City Hospital. That was so
important. Let ne just say today, we have naintai ned
the mission, health care for all, no matter whether

you can pay or you can’'t pay, no nmatter where you cane
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from that hospital, Boston Medical Center today, is
doing the job that | conmtted to over two years ago.

At the sane tinme as the nerger happened
establ i shed Boston’s first Public Health Comm ssion,
| ed by a diverse board of experts, and John Auerbach
isinthe front rowthere, is executive director. It
takes an active |l eadership role to insure the health
of all Bostonians, regardl ess of their race, incone,
or their | anguage.

Bost on boasts sonme of the world s best
medi cal facilities. As | often say, there is no
reason why we can’t make sure every one has access to
quality health care. Every child, every person, every
famly, deserves the information and care they need to
be safe and healthy. Because we focus on this issue
of equality in Boston we have had sonme successes in
i mproving access to health care for comunities of
color. W worked hard to achieve the nation’s highest
child inmmunization rate for all our children. And
1997 marked the third consecutive year in a row we
cl ai med the honor.

We have substantially decreased infant
nortality anong black children, narrowing the gap

bet ween bl acks and whites. But we can’'t rest on our
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| aurels, we still have a lot of work to do.
Unfortunately, down in Washington, the majority of
Congress isn't willing to take action on these issues.

But as a city and as a nation, we cannot
and we nust not sit by while too many African-American
worren are dying of breast cancer conpared to their
white counterparts And while nortality fromAIDS is
i ncreasing for blacks and H spanics at the sane tine
it’s decreasing for whites. That is why my Public
Heal t h Comm ssion will |aunch a new mamobgram van to
reach nore wonen with early detection services, which
is so inportant. That’s why in the last two years
increased by 20 percent, ny budget for expanded
HI V/ Al DS education and treatnent services.

Wth comunities of color expected to
conpose the mpjority of Boston’s population in the
next 10 years, it’s crucial that we address
i nequalities in health care now. W rmnust provide
affordable, culturally sensitive services. For
exanpl e, Boston’s innovative partnership anmong a
net wor k of nei ghborhood health centers provide care
for residents in their own | anguages.

VW nmust reach people where they are, |ike

Heal t hy Baby, Healthy Child, which offers prenata
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care to pregnant nons at home, when they can’t get to
the doctor’s office. W nust target resources, |ocal,
state and federal, to progranms that try to solve the
probl em

In Boston | have mnade particul ar
commtnments to close the gaps in the fight against
cancer. According to the American Cancer Society, if
all Bostonians had equal access to infornmation,
screening and treatnent, we could cut cancer deaths in
hal f. To encourage people to get early detection
tests, | issued an Executive Order granting all city
enpl oyees four paid hours a year to go for cancer
screeni ng.

And just to tell you how beneficial that
has been to one of ny closest staff nenbers, she took
advant age of that and she was detected with breast
cancer, early, we saved her life, by that one thing we
did as an Executive Oder. Four hours off, it doesn’t
count agai nst your vacation, sick or any other kind of
time. W just give it, we want to rmake sure we have
the healthiest work force in America.

This winter, | also appointed a cancer
control task force, to figure out how to get everyone

t he necessary prevention and treatnent. W still have
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alot of work to do, that’s why I’ m happy to be here
this norning at this town neeting. Wen we conbine
our resources, know edge and conmtnent, we'll be able
to create equal health care for all.

I’d like to thank the President for
putting this conmm ssion together, it’s so inportant,
Secretary Shalala, Dr. Satcher, and Judith, of course,
for convening this crucial discussion. And to all of
you, thank you for coming out in July, in the mddle
of the sumer, you could be doing a |ot of other
t hi ngs, but you care.

Let ne just say on this issue of
diversity, any city that doesn’t recognize the issue
of diversity is a city that does not have any future.
I n Boston we recogni ze the denographics of our city is
changing every day. W are trying, we’' re addressing
t hose i ssues as best we can. And we need all of you
to work together. \When people cone to ne and you
know, we have a lot of dignitaries that cone to
Boston, | do the official greeting and they ask ne,
where is the key to Boston? | always say, there is no
key to our city because a key neans there is a | ock,
we have no lock in Boston, Boston is an open city,

open to all people.




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

16

Thank you for coming. Thank you.

(Appl ause)

DR. FOX: Thank you, Mayor.

We also are fortunate to have with us,
Beverly Wight, who is the chairperson of the tribal
council of the Wanpanoag Tri be of Gay Head/ Aqui nnah,
to give us sone opening remnarks.

Ms. Wight?

M5. VRl GHT: Good nor ni ng. Pr esi dent
dinton, Mayor Meni no, distingui shed panel nenbers and
noderators, and to you, the audience here at Faneui
Hal | and across Turtle Island, | ampl eased to be part
of today’s town nmeeting on race and health. | amthe
tribal chairperson for the Wanpanoag Tribe of Gay
Head/ Aqui nnah, the only federally recognized tribe in
the State of Massachusetts, but one of 23 federally
recogni zed tri bes east of the M ssissippi, that make
up the united south and eastern tri bes.

Anerican indians have staggering health
probl ens. They have the | owest health |level and the
hi ghest di sease rate of all najor popul ati on group sin
the United States. Mst disturbing, |ndian deaths
occurring from curable i1l nesses, such as

tubercul osi s, dysentery, and influenza, is over 400
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times the national average.

Many physical illnesses suffered by
Indians are directly related to nmalnutrition and
substandard  housi ng. VWhile many of t heir
psychol ogi cal problens, reflected i n excessive al cohol
abuse, a rising divorce rate, and increasing violent
crime are attributed to chronic unenploynent, a
per sonal sense of displacenment and cultural conflicts.

The federal governnment has continually
attenpted to nake a concerted effort to neet |ndian
health needs. \What the governnment has provided to
dat e has been substandard and i nadequate, so that nmany
| ndi ans di strust government health services and refuse
to use them even when they’ re avail abl e.

Anot her part of the problem is that
Indians live in small isolated communities, |ike ny
tribe on Martha' s Vineyard Island, far from nmedica
centers and far from physicians and dentists that
accept Medicaid reinbursenent. In addition, many
I ndi ans are reluctant to seek nedical care from non-
I ndians for a variety of cultural reasons.

As you know, President Cinton will nmake
his fourth visit to Martha's Vineyard Island. There

is an idea out there that Martha's Vineyard is only
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for the rich and fanous to come and vacation. The
Martha's Vineyard tribe can trace its existence on
Martha’s Vineyard back 10,000 years, and we are not
rich and fanmous, we are struggling to keep our tribe
together on Martha's Vineyard. These problens are
shared by other mnority populations in this |land as
well, be it urban centers such as Boston or in rura
areas throughout New Engl and.

However, with all due respect to our
brothers and sisters of color, the federal governnent
has a uni que obligation to provide for the welfare of
Anerican I ndians, known as its trust responsibility.
This was affirmed by Congress in 1976 by the passage
of the Indian Health Care | nprovenent Act. | do not
refer to a relationship that exists only in the
abstract, but rather in a Congressionally recognized
duty to provide services for a specific human need.

The proposed budget for FY99 for Indian
Health Service is approximately $2.4 billion. This
represents | ess than a one percent increase over FY98.
And please listen clearly to these figures now.
Further, in FY97, the per capita expenditure for
Anerican |ndian person was $1,430, as conpared to

$3,369 for a Medicaid beneficiary, $3,489 for an
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inmate in the bureau of prisons, and $5,458 for a
Veterans Adm nistration beneficiary. This is norally
wong, particularly when a national budget surplus is
predi ct ed.

VW ask the United States Congress to fund,
now, the appropriate dollars to neet the |ega
obligations for health care for our tribes. Already,
tribes across the «country are suffering from
insufficient funding. 21 of the 23 USET tri bes are on
priority one, which nmeans energency and Ilife
threatening only. M/ health care program has been on
priority one since My of this year. W are
experiencing an erosion of the trust obligations that
our ancestors secured when they exchanged nore than
500 mllion acres for a promse of health care,
education and other goods. It’s ironic, but this was
the first health care in the United States.

W, the tribal |eaders, have a duty to
ensure that the solemm treaty commitnents of our
ancestors are upheld in all matters related to health,
human services, for the next seven generations. In
the neantinme, ny health director and all other Indian
health directors across the country, are trying to

i mprove Indian health in the face of a chronically
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under funded, crazy health systemthat has becone a
way of life.

Ve appl aud the panel of best practices in
their attenpts to provide the very basic conponents of
health care for their populations. W applaud the
President, WIliam Cdinton, in his efforts for
uni versal health care for all, his efforts for one
Anerica, his efforts for fairness and what is right.
W thout adequate funding for health care, whether on
noral or |egal grounds, that no Anerican, regardl ess
of race, can even hope for a balance of life' s circle.
O for non-Indians, life, liberty and the pursuit of
happi ness, to aspire to a better way of life for
ourselves and our children is the dream of al
Aneri cans.

| thank you for the opportunity to provide
my comrents on the unmet health needs of Anmerican
I ndi ans, Al aska Natives, and for all people of color.
| stand in peace. Thank you.

(Appl ause)

DR. FOX: Thank you, Ms. Wi ght.

We are al so pleased to be joined by the
Counselor to the Deputy Secretary of HHS, Dennis

Hayashi. M. Hayashi has been a | ong advocate, very
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vocal , for equal opportunity for all. And prior to
joining HHS, Dennis was the National Director for the
Japanese Anerican Citizens League, the ol dest and
| argest Asian specific Anerican civil rights
organi zation in the United States.

M. Hayashi ?

MR HAYASH : Thank you, Dr. Fox, for that
very generous introduction. Myor Menino, M. Wight,
Chai rman Franklin and nmenbers of the Advisory Board,
on behal f of Secretary Donna Shal al a, Deputy Secretary
Kevin Thurm and the Departnent of Health and Human
Services, | have the distinct opportunity of wel com ng
you to this very inportant town neeting on race and
heal t h.

Let nme acknow edge at the outset, the
tremendous efforts of both Dr. Fox and the Health
Resources and Services Administration and Dr. Judith
Kurl and and her staff here in the region, in putting
this event together. It is with great pride that the
departnment is hosting this dial ogue on the health care
system and probl ens of access for racial and ethnic
m norities.

Thank you, Chairman Franklin, Governor

W nter, Governor Kean and staff of the President’s
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Advi sory Board on Race for being here with us today.
| also want to extend thanks to the distinguished
panel i sts who have graciously agreed to share with us
their insights and recomendati ons. And of course,
speci al thanks to Dr. David Satcher, for |ending his
t houghts to this this norning.

The subject of this meeting is one that
HHS believes is a key conponent of the President’s
Initiative on Race. As a departnment, we believe that
any di scussion about the quality of care in America
must include an analysis of the equality of care.
Discrimnation and disparate treatnment in the delivery
of health care are not phenonena of the distant past,
but current issues that we cannot afford to ignore.
W know that nedical redlining and bedside bias
continue to exist and that we nust do nore to enforce
anti-discrimnation |aws.

We are concerned about the role that
| anguage and «cultural differences play in the
provision of reliable health care. W remain
coommtted to the ideal that the health profession nust
serve everyone and are mndful that diversity within
the profession is a significant factor in whether care

is provided to under served comrunities.
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| am proud to state that HHS has been a
| eader in putting resources into projects pronoting
measur abl e i nprovenents in health care delivery and
educati on. For exanple, the National Institute of
Health has supported focused research on mnority
health, the Food and Drug Adm nistration has
transl ated nanmography brochures and nutritional
| abeling information into various |anguages. And of
course, the president’s initiative to end racial and
ethnic disparities in health is being ably coordinated
by Dr. Satcher and Dr. Hanburg, the Assistant
Secretary for Planning and Eval uati on.

I ndeed, although these exanples are
significant, it should be noted that every division of
HHS is playing an active role in carrying out
departnment wide mnority initiatives, designed to
strengt hen the inclusiveness of prograns, personnel
and private partners. Addressing the conplex issues
of race in health care access, however, is the
responsibility of all of us. Qur personal interest in
doing so is based on the fundanental fact that
i nfectious disease and ill ness does not discrimnate
on the basis of race or ethnicity.

So today we wel cone you but al so chal | enge
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you to think deeply about these problens and to give
us your straightforward and constructive suggestions
on how to address them As we engage in this
educati onal dial ogue, tell us how we should work with
you to inplenment and carry out neaningful reform

Let me assure you that the Departnent of
Heal th and Human Servi ces does not view this forum as
a culmnation of its commtnment to advancing the
President’s dialogue and Initiative on Race, but as
one opportunity out of many to substantively address
and resolve the intractable problem of elimnating
raci al and ethnic disparities in health care.

Thank you.

(Appl ause)

DR. FOX: Thank you, M. Hayashi

VW are also very fortunate to have with us
today the chairman and two nmenbers of the President’s
Initiative on Race Advisory Board. This distinguished
seven menber board was convened by the president, |ast
year, to counsel himon ways to inprove the quality of
Anerican race rel ations.

In the last 12 nonths, this board has
reached out to the nation and engaged individuals in

an open and enlightening dial ogue on race. W are
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here today to continue that dial ogue. The nenbers of
the Advisory Board are here prinmarily to listen, to
listen to the panel, to listen to you, so that they
can carry the nessage back to the President and to
others, and to nmake recommendati ons that we hope will
hel p extend the inpact of prom sing practices, |ike
sone we hope to hear of today.

Wth us today from the board are the
former Governor of New Jersey, the current President
of Drew University and the Chairman of the President’s
Canpai gn to Reduce Teen Pregnancy, Thomas Kean, down
on the end.

Also joining us this norning is the forner
CGovernor of Mssissippi, and long tine friend of m ne,
and Chairman of the National Conm ssion on State and
Local Public Services in the National |ssue Reform
Institute, former Governor WIlliam Wnter.

And here also we have Dr. John Hope
Franklin, who is head of this board. Dr. Franklin is,
by training, an historian, so it is fitting that he
has earned for hinself a promnent place in the
hi story of our nation’s quest to continue his endeavor
to secure an equal opportunity for all Americans.

And Dr. Franklin, we'd |ike to have sone
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comments from you, we are pleased to have you here
t oday.

(Appl ause)

CHAI RVAN FRANKLI N:  Thank you very nuch,
Dr. Fox and all of ny dear and esteened col | eagues on
the platformand | adies and gentl enen.

It’s really wonderful to be here today,
and as | stand here at this place, | think of the
first tinme | looked in that door, 62 years ago, when
I was a first year graduate student at Harvard
University, and | was noved beyond words, as | am
today, as | observe this historic place.

| want to thank Mayor Menino and ot her
hosts and hostesses in Boston for their hospitality
and their very gracious reception of us in this fine
city and state. | would also like to thank the United
States Departnent of Health and Human Services and the
Heal th Resources and Services Adm nistration for
convening this neeting for the advisory board on this
extrenmely inportant topic. We could not possibly
t hi nk of our work having been conpl eted wi thout having
given due consideration to the whole question of
access to health care to all persons in the United

States, as a part of a nove toward one Anerica.
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Ve are al | del i ght ed t hat t he
di stingui shed Surgeon General, Dr. David Satcher has
found it possible to be with us this norning.

As many of you now, the President’s
Initiative on Race is about to cone to a year |ong end
for its initiative to engage the nation in noving
toward a stronger, nore just and united America.
Thr oughout the past 12 nonths we have exam ned issues
surrounding race and our comon future. W have
| ooked at existing |l aws and policies and we have nade
recommendat i ons | ooking toward insuring that we wll
becone one Anerica in the 21st Century. W have heard
fromand we have enlisted individuals, communities,
busi nesses and governnents at all levels in our effort
to pronote understandi ng and respect and to cel ebrate
our differences.

W are determned to repeat to the
President, our view that justice in every respect
shoul d be accorded our graci ous hosts and hostesses,
the Native Anericans, who received us here in the 17th
century and who have been nost graci ous and kind and
patient with their other, not always graci ous guests.

The President appointed a seven nenber

Advi sory Board to help neet the goals and objectives
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of the initiative and at that tinme, | was asked by the
president to serve as chair of this distinguished
board and it has been a great honor and privilege for
me to do so.

Several nenbers of the board could not be
with us today, in addition to those which M. Fox nade
reference to, | want to rem nd oursel ves that we al so
have, as nmenbers of this board, the Honorable Angel a
Ch, a distinguished | awer from Los Angel es, a nenber
of the 1992 riot conm ssion; the Reverend Dr. Susan
Johnson Cook, the pastor of the Bronx Christian
Fel |l owshi p Baptist Church in New York; M. Robert
Thomas, Executive Vice President of Republic
I ndustries in Florida; and Linda Chavez-Thonpson, the
Executive Vice President of the AFL-C O in Washi ngton
They were unable to be with us today but we are
delighted that our colleagues, Governor Kean and
Governor Wnter, were able to be here. The others
send their best regards and their good wi shes that we
shall have a successful neeting today and we shall
certainly share our findings with them

So far, in the course of the initiative,
we have held neetings on a host of topics, education,

t he adm ni stration of justice, econom c opportunity,
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stereotypes, poverty and housing, to nane just a few
of the nore inportant ones. Perhaps though, no topic
we have covered is nore inportant than access to
health care. Quality health is fundanental for al
Anericans, both for individuals and racial groups, as
well as for our nation as a whole. Wt hout good
health, other areas of |ife have relatively little
meani ng or significance. Consequently, we felt it
i nportant to address the ways that race inpacts health
on different groups, and the ways that groups access
health care.

Specifically, the purpose of this neeting
is to discuss barriers to health care for racial and
ethnic mnorities in the area of access, workforce
diversity and cultural conpetency. W also hope to
identify available solutions to inprove the health
care infrastructure, to break down these barriers and
elimnate health care disparities in this country.

Let us provide sone context for this
di scussi on. The fact that we are examning the
rel ati onship between race and health, to some people
may seemto inply that the board really believes there
are significant biological differences anong racial

groups, this would be incorrect. The Advisory Board
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hol ds no such view. At the sane time, we nust observe
that even in increasing portions of the scientific
comunity is concluding that race is not a valid
bi ol ogi cal construct. For instance, in a recent
report entitled "The Meaning of Race in Science:
Consi derations for Cancer Research"” the President’s
cancer panel found that the biol ogi cal concept of race
is untenable, rather race is a social construct, a
product of the nation’s social and political history.

(Appl ause)

CHAI RVAN FRANKLI N St udi es usi ng such new
technol ogies for understanding, nmeasuring and
conceptual i zi ng the sources of human variation, reveal
that approximately 85 percent of all variations in
gene frequency occurs within popul ati ons of races and
only 15 percent variation occurs between or anobng
persons of different races. They argue therefore,
that there is no genetic basis for racial
classifications. By contrast, in the social sciences,
studies of race from a social and politica
perspective may be justified, since these are studies
of society as it exists.

But before | go any further and before |

am m sunder stood, msquoted or msinterpreted, | want
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to say that these discussions are for the experts in
the field, of which | amnot one. Therefore, at this
time I will relinquish the floor to the people who
have come to be heard and | will relinquish the floor
al so to those who know.

| would like therefore, to thank all of
you for your attendance and your support of this
nmeeting and the initiative. Thank you very mnuch.

(Appl ause)

DR FOX: Thank you, Chairman Franklin, we
real |y appreci ate your presence here, and the presence
of the other two nenbers, to listen to the coments.

Prior to moving into our two panels it is
ny distinct honor to introduce our keynote speaker, a
man who has worked tirelessly to i nprove access for
care for various racial and ethnic mnorities across
this country, a man who has pl edged to use the power
of the bully pulpit to elimnate racial disparities in
health, a man to whom we | ook as the standard bearer
in HHS, in the HHS initiative to elimnate racial
di sparities.

| am pl eased and delighted to introduce to
you today, ny friend, ny colleague, the Surgeon

Ceneral of the United States, Dr. David Satcher.
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(Appl ause)

HONORABLE DR. SATCHER Thank you very
much for that very kind introduction and that very
warm reception. | amdelighted to be here. And to
Chai rman John Hope Franklin and the distinguished
nmenbers of the President’s Advisory Panel on Race, to
Judy Kurland and all the outstanding nmenbers of the
platform and to all of you distingui shed people, | am
very pleased to be able to join you today for this
very inportant deliberation.

Now, sone of you know nme, and you know how
conmpul sive | am about tinme, and according to the
schedul e, 1’m already out of tine.

(Laught er)

HONORABLE DR. SATCHER: So |'ve got to
nove on and try to be brief.

| do want to say one word about John Hope
Franklin. | never asked himor anybody el se why his
parents gave him that name, why his mddle nane is
Hope, but you know, that is what he really has been,
for me and | think a lot of other people in this
country, a real beacon of hope, the way he has put
Anmerican history in perspective for us and for al

peopl e, and the | eadership that he has provided for
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this panel in dealing with Arerica s nost difficult
i ssue, the issue of race.

So | do want to express ny appreciation to
John Hope Franklin and just the fact that | had a
little tine to spend with himlast night was really
quite rewardi ng and nmakes the whole trip worthwhile.
| just wanted to say that because he has contri buted
so nuch to our understanding, he had cared so nuch
about this country.

Let nme say that since he is obviously
Anerica’ s outstanding historian, let nme just say a
word about history and today. On Friday, | was in
Phi | adel phia to cel ebrate the 200t h anni versary of the
public health service. 1In 1798, President John Adans
signed the act of Congress, giving rise to the Marine
Hospital Service, that was dedicated to the health of
merchant seanen, at a tinme in our history when we were
very dependent upon the sea for trade and security.

It was a great celebration and we even
rem ni sced about the great yellow fever epidenic and
the role of people like Epsilon Jones and others, in
hel ping to care for people who were so ill during that
time. And the role of race even then, in 1793, when

Richard Allen and Epsilon Jones played that great
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rol e.

But | do want to say sonething el se about
that and that is that the first marine hospital was
here in Boston. So, in April | cane here with Senator
Kennedy to officially kick off this 200 year
anniversary and | had a chance to visit a mddle
school in Charlestown, near where the first marine
hospital was set up and to see African-American and
Hi spanic students in that mddle school providing
| eadership in getting their peers not to snoke. And
| just thought about the place of history in all of
this.

| also sat there this norning and this
norning as | was jogging along the Charles River
whi ch is one of nmy favorite places to jog, | thought
about when I was a student at Case Wstern Reserve, in
the ‘60s and H Jack CGeiger came to lecture and the
whol e concept of a community health center was first
expl ained to us as students. Now as you know, the
community health center concept was started by Jack
Gei ger, you know the rol e of Col unbia Point here and
Mount Bayou in M ssissippi. So alnpbst 35 years ago
that lecture took place at Case Western and really

inspired ne in ternms of ny approach to health and the
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heal th care system

So I'’m delighted to be here. But nore
than that, | think as | have said before, as Surgeon
General, in the words of Robert Frost: "l have
prom ses to keep and mles to go before | sleep.”

| was two years old, ny earliest nenories,
when | had a severe case of whooping cough, which
turned into pneunonia. And | lived in rural Al abans,
on a small farm neither of my parents finished
el enentary school, we had a large famly. W didn't
have access to health care because even though there
was a hospital in Anison, there was no pl ace in that
Hospital for us.

But finally ny dad tal ked the one bl ack
physician in that area into conming out to the farm and
| ooking at ne. And he ended up spendi ng the whol e day
there and he taught ny nother how to keep ny chest
clear and to keep ny fever down. But when he left, he
said, | have to be frank with you, | don't expect this

child to I'ive out the week. And of course ny nother

took up that challenge, |I renenber still, the hope in
her eyes. But obviously, | survived.
And I t ake very seriously ny

responsibility. As | told a group in Geneva | ast
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week, | never take for granted one breath that | take
and | certainly don't take for granted the awesone
responsibilities which | have as a leader in the
Departnment of Health and Human Services and as Surgeon
Gener al .

Vel |, having said that, let ne just say a
word about our commitnent in elimnating racial
disparities in health. Because as a nation, we are
not only diverse today but we are grow ng increasingly
diverse and | don’'t have to tell you that we believe
by the year 2030, over 40 percent of the people in
this country will belong to what we now call mnority
groups, and somewhere around 2050, about half of the
people in this country will belong to one of those
groups. W are quite a diverse nation

A former Secretary of Health and Human
Services, we really called it Health, Education and
Vel fare then, John Gardner, used to say, ‘life is ful
of golden opportunities carefully disguised as
i rresol vabl e problens.’ And let nme tell you
diversity is just that, it is a golden opportunity for
this country, as the countries of the world becone
nore diverse, in Europe and el sewhere, and they | ook

to Anerica for |eadership, in an area where we shoul d
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be providing the |eadership, in dealing with the
tremendous opportunities of diversity. And we see
those in the health care system and in the public
heal th system

Vell, President dinton asked all of the
cabinet menbers to develop sone strategy for
contributing to the race initiative. And in our
department, under the | eadership of Donna Shal al a, we
decided to nmake a conmtment to elimnate disparities
in health anong racial and ethnic groups, as conpared
to the majority popul ation, by the year 2010. And we
sel ected six areas, as you know, and | won’t dwell on
them W selected infant nortality, inmunizations,
car di ovascul ar di sease, di abet es, especi al ly
prevention of diabetes conplications, we selected
cancer and asbestos screeni ng and managenent and we
sel ected the area of H V/ Al DS

Now, those are not the only areas we're
interested in but we felt that these were areas where
we had the kind of baseline data that we needed, that
we coul d nonitor our progress toward reaching a goal.
And these were al so areas where if you think about the
risk factors, if we are able to deal successfully with

the risk factors in these six areas, we will make a
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difference in the health of people in Arerica, all the
people in Anerica, So that’s our comm tnent.

There are sone interesting exanpleS of
di sparities, and you know these exanples, and |’|
mention them briefly. In the area of infant
nortality, an African-Anerican baby born today is two
and half tines nore likely to die in the first year
of life; an American Indian baby, one and a half tines
nore likely to die in the first year of life. |In the
area of diabetes, where African-Anericans are 70
percent nmore likely to be diabetic, but H spanics are
twice as likely to be diabetic as the mjority
popul ati on. And some American Indian tribes, the Pinma
Tri bes especially, have the highest rate of diabetes
in the world. These are mgjor chall enges.

In the area of cancer, Vietnanese wonen
are five tinmes as likely to have cervical cancer as
white wonen in this country and Asian-Anerican,
especi al ly Asian-Anerican nmen, are far nore likely to

die of liver cancer, sonetinmes related to hepatitis-B.

But all of these are areas where we have
tremendous chal | enges and opportunities. Recently,

the H V/AIDS epidem c has becone increasingly an
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epi demic of color. As you know, when we started out
with this epidemc in the early 1980s, white gay nen
were the major victins and in a sense, the epidemc
was defined in those terns.

But in recent years it has become nore and
nore an epidem c of color, an epidem c of the young,
nore and nore an epidem c of wonmen. | said in Geneva
| ast week, that if you ook at the 13 to 24 year ol ds
who are positive for HV, today 44 percent of themare
female. And in 1995, only seven percent of persons
with AIDS were fermale. This epidem c is changing.
Over 60 percent of them are African-Anerican and
H spanic. This epidemc is becom ng an epidem c of
col or and epi dem c of wonen.

And it’s interesting howit’s devel oping,
as you heard earlier, we’' ve devel oped very
sophi sticated therapy for AIDS and we’ve seen over a
50 percent decrease in death rates in the last two
years. Miinly for white nales, we have not seen that
type of decrease for African-Americans or Hi spanics.
So we have sone nmjor challenges in these areas.

Briefly, what is the role of access in
these areas of challenge? Well, | think access is

critical, if you start with infant nortality, right
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away you ask the question, in this very critical area
of prenatal care, what kind of differences do we see?
Well, African-Anerican wonen are less |likely to get
prenatal care in the first trinmester of pregnancy, in
fact, whereas, ten percent of white wonen do not get
prenatal care in early pregnancy, about 25 to 30
percent of African-American wonen do not get prenata

care. And we see simlar access for Anerican |ndians.
So it's directly related to what we see in ternms of
infant nortality.

In the area of diabetes, where we know
with tight control of diabetes we can prevent the
conplications of blindness, in stage renal disease,
the need for anputations, so many H spanics, where we
have 35 percent of the people uninsured, so many
H spani cs do not have access to that tight control, or
even the early diagnosis of diabetes that woul d be so
critical. So many Anerican Indians wth diabetes
don’ t get t hat early diagnosis, the early
intervention, and therefore, suffer unnecessarily for
t hose conplications.

So many African-Ameri can nmen don’t get the
interventions that are so critical, in terms of

preventing cancer, and detecting it early, whether
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it’s lung cancer or prostate cancer. So we see
i ncreased risk for death. You can go on and on, but
access, in every area, we see the trenendous role of
access in these disparities.

Vell let me just say a word about access
and then close. Wat is the nature of this access
probl emthat you’ ve conme here today to examne and to
orient our system towards resolving? Let ne just
mention five things briefly, in terns of access
problems in this country.

Number one, obviously, we have areas of
this country that are under-served, where people
actually don’t have access to physicians and dentists
and quality nursing care and other areas. African-
Anericans and Hispanics, Anmerican |ndians and Asian
Pacific Islanders are nore likely to live in under-
served areas. In fact, two-thirds of the people
living in these areas are mnorities, two-thirds in
t hese under-served comunities, a very interesting
statistic.

Vell, in addition, | nentioned the
uni nsured and the under insured, we nmade some progress
in this country in the “70s, in ternms of access,

especially with Medicaid and Medicare, but in recent
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years, as you know, we’ ve seen an increase in the
nunber of people uninsured. In fact, over 42 mllion
people in this country today are uni nsured and al nost
that many are under insured, on any given day. That's
what we’'re struggling with, even with all the efforts
and nmanaged care, et cetera. So being under insured
is sonmething that hanpers access to quality care.

But al so being under represented and we
are severely under represented in the health
professions. | think the figures are that, whereas,
we constitute, as mnority groups, over 25 percent of
t he popul ation, approaching 30 percent, about ten
percent of physicians are fromthese groups.

And | want to nmke a point here this
norning that diversity is inportant in health care an
din prevention, we need nore diversity. Qur
profession needs to reflect the diversity of the
popul ation we serve and it does not. And | am
convinced that it is a major barrier to access.

But | also want to say sonething else,
since |’ ve spent, |ike Governor Kean, so nmuch of ny
career in academ a, including the years at UCLA and
Drew and Mdrehouse and then president at Mharey

Medi cal College. Diversity is inmportant in nedical
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educati on. I do not believe that we can prepare
physi cians to take care of diverse communities without
havi ng a di verse popul ati on of students and a diverse
faculty, it cannot be done.

(Appl ause)

HONORABLE DR SATCHER: And therefore, |
was back in nmy alma nater, Case Western Reserve, to
gi ve the commencenent address a few weeks ago and |
told the students that regardl ess of how they tried,
t hey woul d never be able to | eave Case Western Reserve
University, it would always be a part of them a part
of how they thought, a part of how they approached the
practice of medicine. And it’'s a great institution.
But | also renenbered nmany things, but one thing
stands out in ny mnd, when | was a student. And nost
of you know, | was there for seven years on the MD.
Ph.D. programand | was very close to graduation, |
think it was in nmy sixth year, | was doing the OB/ GYN
clerkship and then I was going to take a year and
finish nmy dissertation for the Ph.D

But the first day of the OB/ GYN cl erkship
in the hospital there, they brought us into the room
where we to learn to do pelvic exam nations. Now,

back in that tine, they had what they call staff
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patients, these were patients who didn't have the
noney to pay, 95 percent of them were African-
Arerican, this was develand, Chio, and | had had some
experience in that community tal king w th peopl e about
prevention, et cetera.

But on this particular day we entered the
room to begin our training and the situation was
i nteresting because what they had was they had wonen
in the beds, their legs in stirrups, and we |ined up
to practice pelvic exam nations on those wonen. |
stood there and | |ooked and | said, | can't do it and
| wal ked out. Well now, the head of OB/ GYN was very
upset, he said that not only would he see that | be
put out of that program but | would be put out of

school and nmaybe he would see that | wouldn't get into

any ot her medical school. | don't tell this story a
| ot .

But | renmenber it very well because |
remenber that night, | had worked very hard, | had

wor ked just about every job available on that canpus,
ran the | aboratory on weekends and holidays and | was
about to lose it all. And | got the word that the
dean wanted to see me the next norning and | went to

see him and you now who the dean was, it was Fred
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Robbi ns, the wi nner of the Nobel Prize for devel opi ng
and growing the polio virus in vitro, an outstandi ng
pedi atri ci an.

And 1’1l never will forget going in and
sitting down and Fred Robbins saying to nme, well,
Davi d, you've done a great job as a student here, and
he recounted how well | had perfornmed, but now you’ ve
gotten yourself into some trouble. Wy don't you tell
me about it? And | tried to explain to himthat when
| viewed the situation there it was sonething that |
felt | could not participate in. | felt it was
i nhumane. \Wat | saw when | | ooked at those wonen,
who were bl ack, was ny nother, ny sister, mnmy cousin,
ny aunt, that’s what | saw.

(Appl ause)

HONORABLE DR. SATCHER: And | don’t know
what ot her people saw, | was the only black student in
ny group, in fact there were only two in ny class at
that tine, so | don’'t know what other people saw. So
Fred Robbins |listened to me and he said, David, do you
know what happened this norning? | said, no. He
said, well, the rest of your classmates wal ked out on

that rotation.

(Appl ause)
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HONORABLE DR SATCHER: And they said, if
it were inhumane for you to do it then they felt it
was i nhumane for themto do it too. And he said we
are going to change that rotation, the students have
demanded that we change it.

Vell, | think diversity is inportant. In
Washi ngton, people like to say, what you see is
determ ned by where you sit. You know, that’s only
about half true, what you see is also determ ned by
what you bring to the seat, your |ife experience, your
view of life, your history determ nes what you see.
And therefore, there cannot be quality medica
education or quality dental education, wthout
di versity. Diversity of perspective of students
di versity of perspective of faculty.

|’ve gotten a lot of letters since |I’ve
been surgeon general but sone of them stand out and
letters frompeople who trained with ne at Rochester,
i n medi cine saying, | remenber the day when we st opped
to talk about a patient and a professor asked you to
talk about the racial inplications of what this
pati ent was up agai nst, why we were having difficulty
getting conpliance. And he said, | knew then that one

day you were going to be in a |eadership role. I
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didn’t even remenber that but this guy renenbered it
as we studied together.

Vell let ne close. There are serious
cultural barriers to access, they go beyond all of our
sophisticated technology, all of our in-depth
bi omedi cal knowl edge, it relates to how well we
understand the people we try to serve. Sonme of you
have, and |’ve read what you wote, have had sone

t renendous experiences, some of you are maki ng great

contributions in this area. And | just urge you to
continue, | just wish I could be here today to hear
you discuss it in person, but | do urge you to

continue to break down the cultural barriers to access
to quality care in this country.

| want to end on another area, | said
there were five conponents, and the other one is
environnental. And I’min public health, so |I want
you to know that you can tal k about health care but
the health of people in this country depends on nore
than health care, it depends on individual behavior.

(Appl ause)

HONOCRABLE DR. SATCHER: It depends on
access to prevention, to preventive interventions.

And there are environnental barriers. You know, a few
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years ago, an article by Fagan McG nnis in JAMA the
Journal of the Anerican Medical Association, which
encourage the students to read, pointed out that over
half of the deaths in this country each year were
related to human behavior. Qut of 2.1 mllion deaths
in 1990, 400,000 were related to snoki ng, 300,000 were
due to physical inactivity and nutrition, 100,000 to
al cohol and ot her drugs.

You can go on and on, you can tal k about
sexual behavi or, how we behave with one another; you
can tal k about violence, how we behave toward ot her
peopl e; suicide, how we behave towards ourselves;
environmental problens, how we behave toward the
environment. Behavior. So there are environnental
barriers to access. Poverty is an environnental
barrier to access.

And the reason | nentioned at the
begi nning of this about hope and Dr. Franklin, | am
convinced that the nost inportant thing we can give to
young people is hope. And when young peopl e grow up
in environnents of hopel essness, they will snoke, they
will engage in risky sexual behavior, they wll
experinment with drugs. |If their environnent is one of

hopel essness, they will get caught up in gangs, they
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will be victins of violence, they will be perpetrators
of violence and they will commt suicide, they will go
to school and shoot and not care what happens to them

And obviously, there are different kinds
of hopel essness, some peopl e are hopel ess because of
depression, clinical depression and other people are
hopel ess just because of the environnment. \Wether
they are ever going to be able to nake a difference,
whet her things are going to ever change for them And
| think one of the nmpbst inportant things America nust
do its people is to provide hope. So | think we have
to work together to change the environnents that give
rise to human behaviors that are not consistent with
good health. And together we nust do that.

Vell, | said | was going to close, so let
me close with this story.

(Laught er)

HONORABLE DR. SATCHER: | was going to
tell you about the Surgeon General’s priorities but
that wouldn’t be -- well, 1’'Il mention themrapidly.

(Laught er)

HONORABLE DR SATCHER There are five and
|’mjust going to --. I'mconmtted to hel ping every

Anerican to better wunderstand and access better
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quality health care. To work and to see that every
child has a healthy start. To see that we deal wth
mental health in a nore positive fashion than we’ve
dealt with it in the past, wthout blane, wthout
stigmati zati on.

(Appl ause)

HONORABLE DR SATCHER  To hel p Ameri cans
take nore personal responsibility for their health,
physical activity, nutrition, responsible sexual
behavi or, avoiding toxins I|ike tobacco, cocaine,
marijuana, et cetera. |I'’mconmtted to elimnating
disparities, controlling energing infectious di seases.

But there is a story | like to tell and
some of you may have heard this and you' |l hear it
again, but it's the story of Elizabeth. Andr ew
Adammay wrote this story in the Daily @Qiidepost | ast
year and | was in a hotel one day and read it. But he
tells the story about his daughter Elizabeth, who was
only two and a half years old and she |oved to be read
to by her father. And her favorite book was a book
t hat her grandnother had given her and her favorite
story in this book was the Good Samarit an.

And you know the story, the man was on the

road from Jerusalem to Jericho, he was attacked by
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t hi eves, beaten and he was left to die, he was
bl eeding to death. On that particular day a man came
by on the other side of the street and he happened to
be a priest, he |ooked over at the man bleeding to
death, he | ooked at his watch and he said, you know
|"mgoing to be late for church, and he went on.

Then there was anot her church | eader who
came by and he | ooked over and he said, what will
happen to ne if | stop and help this man? And he went
on. Then a man came by who was supposed to be his
eneny, he was a samaritan and he | ooked at the man and
he said, what will happen to this man if | don’t stop
and help hin? So he went over, bound up his wounds,
stopped the bl eeding, put himon his horse, took him
to town, left himto be cared for and prom sed he
woul d pay for all of his care.

Vel |, Andrew Adamway has read this story
to Elizabeth nmany tinmes and every tine, he quizzes
her, he says, now, Elizabeth, did the priest stop?
And El i zabeth says, yes. So he reads the story again.
Then he says, Elizabeth, did the priest stop? And she
says, yes. And he is getting really concerned about
El i zabet h, you know how we are, when you’'re a parent

you start thinking about the SATs, the LSAT--
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(Laught er)

HONCRABLE DR SATCHER: So, what is wong
with you. Elizabeth, |1’ve read you this story al nost
a hundred tinmes, every tine | ask you did the priest
stop and you say, yes. And one day Elizabeth said,
wel |, Daddy, | want the priest to stop, the priest is
supposed to stop. | want the priest to stop, | want
the story to be different.

| want the health care systemto stop,
want quality access for all people. But we’'re adults,
we're not children, we know that we can’t change the

past. But | guarantee you that together we can shape

the future, and | look forward to working with you.
Thank you.
(Appl ause)

DR. FOX: Thank you, Dr. Satcher, we
are indeed fortunate to have you as our nunber one
physi ci an.

Vel |, we have an anbitious agenda and we
are going to spend the rest of the neeting with two
panels, we’'re going to hear first from a group of
peopl e who are going to tell us about the problens
with access. W’'re going to listen to sone of the

t hi ngs that many of you already know wel | about what
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happens when we don’t have access to care. Then we're
going to hear from a panel about sone prom sing
practices that do have a positive effect, and maybe
sone things that we mght be able to use el sewhere in
this country, and we’re al so going to hear fromyou
|’ mpl eased to introduce the noderator who
wi Il preside over our first panel discussion, focusing
on consuner perspectives for the need for access,
cul tural conpetence and workforce diversity, Hortensia
Amaro, from Boston University School of Public Health.

Let me also, before | forget, remnd the
panel i sts, we are running behind schedul e and we have
a lot of ground to cover, we want to have time to have
comments, questions fromyou as well as our advisory
menbers who are here. So |’'d ask our panelists to
please try to stay within their five mnute tine
framne.

Dr. Amaro is a professor in the Departnent
of Social and Behavioral Sciences and Mternal and
Child Health at BU School of Public Health. She
studied intensively and published extensively on
social, enotional, developnental, behavioral and
cultural factors that shape Latino health. M agency,

HRSA, last year honored her, and |’'m especially
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pl eased to have her chairing this panel, for her
efforts on behalf of the nons project, for teenage
nothers, it’s one of our nodels at work projects. Her
i nnovative residential treatnent for H spanic nothers
and their childrenis really one of a kind. So we are
very fortunate to have her |ead this next panel

Thank you.

(Appl ause)

VWHAT DCES THI S MEAN TO US?
Consuner Perspectives on Need for Access, Cultural

Conpet ency and Workforce D versity

M5. AMARO. Good norning. Buenos dias.
Oh, that’s wonderful, we have sone Spani sh speakers
out there.

|’ mdelighted to have the opportunity to
be part of this historic moment in our country. CQur
President Bill dinton has provided great |eadership

ininviting the Anerican people to initiate a dial ogue

on race. Indeed, this is an incredibly historic
nonent . As an inmgrant and as a refugee to this
country, and now as an Anerican citizen, |I'mproud to

be an American today.
Today’ s first panel discussion will focus

on the voices of consunmers. It is neant to provide
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conmunities with the first sentence of this dial ogue,
t he begi nning of what we hope will be a nunber of
ongoi ng conversations that will help all of us as
community nmenbers and health care providers, to cone
to a better understanding of howto inprove our health
care systemand the health of all Anmericans.

Today, is only the first sentence in our
ongoi ng di al ogue, so clearly we won’'t be able to get
all of the issues or to hear fromall of the voices of
consumers. However, we will be able to hear froma
nunber of consunmers with powerful nmessages and
experi ences fromwhich we can | earn inportant |essons.
Today, we will take time to listen to what they have
to say and to think about how the issues they bring up
can be used to inprove our health care system

Prior to beginning the panel, 1'd like to
invite you to consider keeping in mnd three points,
the first point is many tinmes when we think of the
health care system the nobst powerful figure that
comes to mnd is who, the physician, the nurse, the
di rect nedical care provider.

But as Dr. Satcher pointed out, in
reality, the health care systemis made up of many

peopl e who provide public health prograns that help to
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prevent di sease and health problens so that we don’t
have to see the direct health provider as often.
These public health professionals are the health
educators, the outreach workers, the peer educators.
They include the progranms that provide informtion
about nutrition, child injury prevention, communi cable
di seases.

These public health prograns al so work to
hel p prevent addiction of tobacco, alcohol and drugs
and to prevent adol escent pregnancy, and to prevent
the transm ssion of diseases and H V.

Public health prograns, as well as nedica
care, are inportant to elimnating racial disparities
in health. If we are going to elimnate racial
disparities in health status, we mnmust have effective
progranms to prevent disease as well as effective
approaches to the treatnent of disease.

The second point is that health froma
hol i stic perspective includes physical well-being as
well as enotional well-Dbeing. And again, | was
delighted to hear Dr. Satcher point this out. Qur
health care systemis nost advanced at providing for
treatnment of disease and nuch |ess capable of

providing for enotional well-being. Let us try to
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remenber through these discussions that nental health
is a critical and integral part of health, coverage
and access to effective nental health services and
subst ance abuse treatnent are critical to the well-
bei ng of our comuniti es.

As ot her conmmunities under great stress,
the multiple stresses and |ife conditions experienced
by many in our conmunity place us at risk for
conditions such as depression and the life conditions
surroundi ng many of our communities can | ead our youth
to addiction. Access to conprehensive and effective
treatnments and prevention prograns for nental health
and addiction are a critical part of access to health
care.

The third point is brief. It is clear
fromthe health statistics and fromwhat we are going
to hear frompanelists, that poverty is a mgjor cause
of racial disparities in health. It is not the only
one, but it is a nmajor cause of the disparities.
Thus, true prevention froma public health perspective
needs to include a strategy that brings together
econonm ¢ devel opnent and health <care in our
conmuni ti es.

Now, |I"mdelighted to introduce to you the
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nmenbers of the panel. [’mgoing to introduce them al
at once then they are going to speak one at a tine and
then at the end we’' Il take sonme questions fromthe
audi ence.

The first speaker is WIson Augustave, who
was born in the Bahamas to Haitian parents, he
mgrated to the United States at the age of ten and
noved to central Florida, where he entered the, he and
his famly entered the eastern mgrant stream picking
oranges in Florida, peaches in Ceorgi a and wat ernel ons
in Mssouri, then noved to New York to pick apples.

In New York, M. Augustave was able to
| eave the migrant stream and obtained a job with the
Fi nger Lakes Mgrant Health Care Project, as a
community health worker and case nanager. He works
with farm workers of all racial and ethnic
backgrounds. And M. Augustave was able to obtain his
general education diploma, he has becone an H V/ Al DS
educator, a pesticides trainer, a cultural diversity
facilitator and an alcohol and substance abuse
educator in his state, in the mgrant |abor canps.
M. Augustave is a nenber of the National M grant
Heal t h Advi sory Counci |

The next speaker will be Marianel a Garci a,
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who works as a case manager for Wrcester Housing
Aut hority’s Econom c Devel opnent and Supportive
Services office. The mission of this office is to
make enpl oyment and training opportunities a reality
for the residents of the public housing devel opnments.
She is also a board menber with the Mass. Union of
Public Housing Tenants, which is organized to help
residents of public housing learn their rights and
becone active nenbers of the community. Marianela is
a board nenber of the Geat Brook Valley Health
Center. Her hopes are that by educating herself she
can in turn assist the conmunity to enpower itself.

Craig Cobb is the third speaker, right
here from our hometown, Boston. Craig Cobb is
actually originally fromDayton, Chio, he relocated to
Boston in 1991, where he finished a masters in
mar keting, comunication and advertising. Hi s
interest is in comunity based health care and
comuni cation, which led him to a career in HYV
education and prevention, targeting communities of
color. He is currently the coordi nator of prevention
education for the HV services cluster at D nock
Community Health Center.

The fourth speaker is Patricia Thonas,
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Patricia lives on Puebl o of Laguna | ndi an Reservation
in New Mexico. She is a single parent of two
children, a daughter Kori and a son, Travis, both of
whom have chronic health conditions. Her son Travis
al so requires special education services. She is
recogni zed as a national speaker and |ecturer on
i ssues affecting children who have special health care
needs.

She continues to work locally, regionally
and nationally, educating policy nmakers, the nedia,
health care and educational professionals on cross
cultural differences that become barriers to accessing
services for children not in the mainstream and who
have special health care needs. Trish currently
serves on boards, task forces and conmttees at state
and national l|levels that affect children and youth,
with special health care and educati onal needs.

The | ast speaker is also sonebody that
nost of us know, from our honetown here, Meizhu Lui,
t he daughter of Chinese immigrants and a long tine
Boston community activist. She worked for nmany years
in the kitchen at Boston City Hospital, becane the
president of the AFSCME union |ocal, she led her

fell ow workers, nostly people of color, in organizing.
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She is currently the | ead organizer for Health Care
for All, in Boston.

Mei zhu has worked with residents from
Boston’s minority and inmgrant comunities for many
years, educating them about their rights, accessing
barriers to their health, identifying resources and
nmobi | i zi ng peopl e to make change.

So pl ease help nme in wel com ng our panel
and we will be starting with WIson Augustave.

(Appl ause)

MR.  AUGUSTAVE: Bonj our, Mbnsieurs et
Madanes, which neans good norning |adies and
gent | emen.

It’s an honor for me to be here to talk
about this nost inport issue of access to care for
all. 1’"mgoing to be talking to you about, fromthe
perspective of a mgrant farmworker, the conditions
that they face. Mgrant farmworkers, the mgjority of
t hem happen to be people of colors and |I believe that
sone of the laws and policies in nost states stemfrom
racism from after the tinme of the Emancipation
Procl amati on, which cane about the farm worker | abor
exenpti ons.

In nost states in this country, they do
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not provide protection to farmworkers, in regards to
the | abor | aw exenptions. For instance, farmworkers
are full time workers, they travel up and down the
east coast, the mdwest, also the west coast,
harvesting fruits and vegetabl es that nost |ikely some
of us have had the opportunity to eat. Now, even
though they are full time enployees, nobst of the
states don’t provide health insurance to mgrant farm
workers. They also don’t provide disability insurance
to farmworkers. That in itself, | believe has an
effect on the health of mgrant farm workers.

Let me give you sone facts about m grant
farmworkers. First of all, they have a shorter life
span than nost other workers in this country, the work
that they do is one of the nost dangerous occupati ons
that there is, for instance, working around heavy
machi nery, falling off of |adders while picking fruits
out of the trees.

Also, in terns of housing, many tines
there is | ax and unenforced housi ng code inspections.
Also, field sanitation, in nbst states they don't
provi de a port-a-john, for people to use restroons in
the field where they are working. Just to give you a

perspective on that, just imgine you are working
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sonewhere in the mddl e of the boondocks, there is no
McDonal d’s anywhere that you can go to, and you have
to use the restroom And you could be working in the
cabbage fields where you can see as far back as the
eye can see and there is nowhere togo. There are nen,
wonen and children that are working out there. And as
all of you know, wonen have different needs too, from
men. So just in that itself as you can see, it
doesn’'t help to preserve the dignity of farmworkers.

Let me go into, for the access, in terns
of barriers, one of the problens is that farmworkers
make very | ow sal ari es and even though there are sone
services available to them many tinmes they may need
some ongoi ng specialty care and there may not be any
funds available for that. And the noney that they
make is so crucial for themto be able to pay their
bills, back in their honme states.

Anot her problemis | anguage barriers. For
i nstance, sonetines farmworkers go into their |ocal
communities to be seen at the enmergency room or
sonewhere el se and they don’t have sonebody there on
staff to translate. Many times they have to have
their kids, who nay not the nedical term nology to

translate, which is also a barrier. The welfare
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reform it really hurt immgrants in this country big
time, you know.

| have a horrific story but | don’t have
enough tine to say it. But regardless, this, it
shoul dn’t have happened to this gentleman, however,
because he’s an i nm grant, he has been working in this
country for many years, he didn’t qualify to get
medi caid. This guy needs food to eat and has bills
that he needs to pay, but he didn't qualify for social
services. There is also the issue of transportation.
many a times farmworkers live in areas, for instance
in upstate New York, in very isolated areas, where if
you didn’t know that farmworkers existed, that’s how
it would remain.

Let ne talk a little bit about cultural
conpetence. |’mrunning out of tinme, | got the red
i ght al ready.

In terms of cultural conpetence, there is
a lack of training for domnant culture staff about
the cultures of mgrant farmworkers and when there is
diversity training it doesn’'t address the core issues
of power differences between cultures. Also, such
training often doesn’'t assist the providers in

exam ning their hidden biases in order to shift their
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attitudes, which is a barrier for farm workers.

In terms of workforce diversity, in nost
of the country migrant health clinics are adm ni stered
and run by white people. Many tinmes these clinics are
| ocated in predom nantly white areas and nmany tines
the hiring cones fromthat pool of the community. And
usual |y outreach workers who happen to be peopl e of
color, are confined to those types of positions.

In conclusion, what 1'd |like to say is
that the | abor | aw exenptions, we should work with our
| egislators to get rid of the | abor |aw exenptions,
get themout by the year 2000, so we can all go in the
21st century together, equally. And al so, there
should be a national health care for migrant farm
wor kers and their children.

Thank you very nuch.

(Appl ause)

M5. AMARC  Thank you, M. Augustave.

Now we are going to hear from Mari anel a
Garcia, fromthe Wrcester Housing Authority. Please
join nme in wel com ng her.

(Appl ause)

MS. GARCI A: Good norni ng. My nanme is
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Marianela Garcia, | live in Wrcester, Massachusetts
and | ama resident of Geat Brook Valley. Geat Brook
Valley is one of the |largest public housing
devel opnents in the City of Wrcester. Geat Brook
Valley is predom nantly Latino, but African-Anerican,
African, white and Vietnanmese famlies reside here as
wel | .

Drug dealing, gang activity, reasonable
access to health care, day care and ot her problens,
such as child neglect and donestic violence are daily
realities. Job and skills training are needed by
resi dents, many who can’t get jobs because of a |ack
of transportation. It is a daily struggle for many to
provide all the necessities for their famlies.

In 1995, | began working as a vol unteer
for Valley Residents for Inprovenent, the |ocal tenant
associ ation, because | wanted to educate nyself on ny
rights as a public housing tenant and | wanted to nake
a change in ny comunity. In 1996, | was hired as a
community health worker for the G eat Brook Valley
Health Center. | learned that the needs of the
comunity were many and that | could relate to them
because | experienced many of the same needs as ny

nei ghbors.
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In nmy time as a community heal th worker
| found that access to health care from a Latino
perspective varied from household to household. In
one home | would find that their needs were being met
because they were fortunate to find providers who
understood their needs. This positive relationship
provided a feeling of satisfaction with their health
care.

In other hones it was a different story.
On many honme visits | would find that it had been
nont hs, even years, since famlies sought health care.
Many adult mal es over the age of 18 were uni nsured and
had nedi cal issues that needed i nmedi ate attention
Many residents did not feel the need to see a doctor
because according to them they felt fine. After
guestioning them | would find a famly history of
hypertensi on, diabetes and asthma. Many residents
were distrustful of the system because at one time in
their lives they were nmade to feel uninportant.

The Latino conmunity experienced great
difficulty obtaining health coverage for thensel ves
and their children. | know that |anguage barriers
play a major part in accessing quality health care,

this is a barrier in my conmunity. English is a




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

68

second | anguage in ny community and offering services
in a l|anguage that residents can understand is
essenti al .

Subst ance abuse is a major barrier to
receiving health care for ny comunity. Det ox
services are difficult to access for the Laotian
comunity. More prograns are needed to address the
needs of the Latin population. A couple of weeks ago,
a young man overdosed and di ed across the street from
ny hone. Everybody went about their business like it
was an everyday occurrence. Peopl e have becone
desensitized, this in itself is a barrier.

| am now enployed with the W rcester
Housi ng Authority’s new Econom c Devel opnent and
Supportive Services office. | continue to |learn and
under stand the needs of ny community and together with
the staff work diligently to nake opportunities a
reality for each and every resident who wal ks through
our door.

How can we make changes a reality? |
asked nyself that question over and over again. |
know t hat change scan be made if the Latino comunity
wor ks together to bring a change in the systemand in

thenselves. This is not a one-sided issue. A health
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care facility can only do so much wthout the
cooperation of the client.

The Latino community is a strong
comrunity, but nore nust be done, we nust emnpower
oursel ves to equally access not just health care, but
job, education and career opportunities and a sense of
real bel ongi ng.

Il would recommend that nore conmunity
based education prograns continue to help comnbat
agai nst the many barriers facing communities today.
Heal th centers across the nation are now nore than
ever, understanding the role of peer education and the
importance it plays in the health care relationship.
Al'l providers can benefit from cultural conpetence
training to better service their clients. Wien a
client is understood and their needs are being net,
the likelihood that the client will follow through
with doctor’s orders will be greatly inproved. Having
provi ders who understand the comunity in which they
service will only nake for a better relationship. And
| know that this is the goal of all health care
provi ders.

Thank you.

(Appl ause)
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M5. AVARO W are now goi ng to be hearing
from Craig Cobb, from the D nock Community Health
Center. Please join ne in welcomng him

MR. COBB: Good norning. | " m st andi ng
bef ore speaking on behalf of African-Anericans and
that” s difficult to do because we are not a
nonol i thic popul ation of people. So, I'’mgoing to
gi ve you a perspective and | hope that in sonme regard
it fits.

Cultural conpetency, access to health
care, race and workforce diversity all exist on the
sanme plane, they can’t be separated. They depend on
one another to nake an ideal environment to live for
any Anerican. My experience is probably not
reflective of the majority of African-American people
inthe United States, however, my experience is just
as valid as anyone else’s who nmay have sat in that
seat .

| have heal th i nsurance, a reasonably good
job and access to sinple luxuries in life that make ny
life palatable. | did this because ny parents taught
me that. My parents did it because their parents
taught themthat. And |’ m speaking of generational

| i nks, one generation taught the next and we’ve handed
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down the baton ever since. Clearly, generationa
links Iike these speak to a |ot about the African-
Anerican condition in history in this country.

| chose ny health care providers based on
their ability to listen to nme and in turn, ask nme
rel evant and appropriate questions about who | am and
what ny experience has been. |If | confront a provider
who doesn’t ask me questions about who | am and what
|’ mabout, |I’mout the door. Sinply.

| ssues |i ke af fordabl e housi ng, jobs that
only pay half the rent, bills that are due and jobs
that don’t allow us to save nopney and social
oppression on a variety of |evels continue to be najor
themes in the African-American story. Because people
of color often live in |less than noderate conditions
than those of whites, we remain at risk for many
social and health issues that affect our lives. |
once read sonmewhere that where a man | ays his head,
where and how he eats his food, and where he washes
his body, directly affect his self-perception.

Poverty affects how and what peopl e eat.
It also affects if and when they get health care. It
further influences their abilities to secure a good

job or develop a trade. So again, none of the topics
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for today exist by thenselves. H 'V and AIDS and
subst ance abuse are two of the nost devastating forces
facing African-Anericans today. G eater the 30
percent of all HV infections are anong people of
color. 71 percent of all wonen’s HV infections are
directly or indirectly related to a needle. That
speaks nounds to the needs for substance abuse
i ntervention.

(Appl ause)

MR. COBB: \Were does holistic and non
traditional nethods of health care fit into our
i nsurance systen? As an African-American man, nmny
belief in God is a great part of who | am And |
don’t believe that | am any different from nost
African- Arericans when | say that ny belief in God has
to be a part of every nook and cranny of who Craig
Cobb i s.

Peopl e’ s perceptions of thensel ves affect
how t hey take care of thenselves and affect high risk
behaviors in which they will engage. A lot of poor
peopl e in our country continue to depend on wel fare.
Fromwhat | understand, the recent changes in welfare
in the Commonweal th of Massachusetts allow welfare

recipients only two years of dependence in a five year
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span. G ven that scenario, what happens to a pregnant
nother? in scenarios like this she | acks the option
of staying honme with her child, instead, she nust beat
the two year clock that ticks against her.

Wealthy people tend not to do crack
cocai ne, poor people usually do. Poor inner city
youth tend to generally be involved in drugs, be they
dealers or users, wealthy suburban white teens
generally don’t. The realities are not coincidences,
they are systematic conditions. They also do not
exi st alone, they are all part of other contributing
condi ti ons. | think that national figures should
speak less about freedom and the [luxuries of
i ndependence and nore about enpowernent, we get that.

Create environnents and opportunities to
build and rebuild lives, no nore band aids and scotch
tape repairs to social problens. Instead of welfare
dol | ars and government housing, trade and educati on
prograns that change everybody’s |ives.

Thank you and God bl ess you.

(Appl ause)

M5. AMARC Qur next speaker, Patricia
Thomas, is here fromFam |y Voices, please join ne in

wel com ng her.
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(Appl ause)

M5. THOVAS: Good norni ng. And | am
st andi ng.

(Laught er)

M5. THOVAS: M nane is Trish Thomas and
| amfromthe Pueblo of Laguna in New Mexico and | am
a menber of that tribe and |I've lived on the
reservation the majority of my life and | participate
in our traditional cerenonies throughout the year.

|”ma single nother, |I have two children,
a daughter, Kori and a son, Travis, both of whom have
speci al health care needs and chronic conditions. M
children and | use several systens of health care,
that include the Indian Health Service, ny private
i nsurance, state prograns and federal prograns and we
al so use our traditional healing system

But unfortunately, nost of the tine, for
ny children and nyself, our health care system has
been disappointing, 1'd like to give you sone
exanpl es. M daughter Kori, when she was younger, had
breathing problens and seizures and she was
m sdi agnosed several tinmes. Because the practitioners
tended to nmove fromplace to place and because funding

and regulations change frequently, there was no
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consistency in the care that was provided by her
primary health care provider. Nor were there
pediatric specialists, let alone Indian pediatric
speci al i sts. So every time we took Kori in, a
different nurse or doctor examned her and she
underwent duplicate blood tests, they stuck her in the
armway, way too many times and they still could not
di agnose her problem

Kori was finally diagnosed with asthma and
severe allergies. Her primary health provider did not
provi de us with the necessary equi pment to nonitor her
asthma, which is a peak flow neter. At one tine she
al nost di ed, she went into anaphyl actic shock because
her chart was not properly coded, that she was
allergic to penicillin.

My son Travis has multiple difficulties,
he has significant bilateral hearing | oss and has a
vision inpairment. And he needs nunerous specialists,
|l i ke an ENT and we don’t have one | ocated at out hone
service unit. He needs to be seen by an orthopedic
person but we have not been referred to one, to the
speci al i st he needs. W are told he can get the
special nedical attention he needs when funds are

avail abl e.
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Al though we do get referrals to
specialists, our service unit can still refuse
payrment, which they recently did for ny son, he had to
be taken to an energency roomthat was different from
the one he normally utilizes. Travis had experienced
an allergic reaction to a shot given earlier at an
Indian health care facility. When the energency
occurred, Travis was taken to a facility that his
school normally used for energency care and treatnent.
Now currently our service unit has refused to pay for
this enmergency.

| al so have been the caretaker of ny aunt,
who was 103 years old, and she died recently. 1In her
earlier years she also required special health care
services. This winter nmy aunt was on full code alert,
whi ch neant that she was to have immedi ate nedica
care and intervention if and when she required it. On
March 3rd, she became unresponsive and no intervention
was taken until 48 hours |ater. By that tinme she
| apsed into a conma and di ed.

Over the past 18 years, ny children and |
have often had to travel great distances for health
care. W struggle with four systens of health care,

three educational systens. Although this is all very
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nice that these prograns and services exist on paper,
we’ ve found that none of them have adequately worked
for us. They don’t provide ny children or famlies
with the consistent quality accessible and culturally
conpetent care that they need and deserve.

Rul es change, providers nove, Indian
Heal th Service, commercial health care services are
i nconsi stent and contradi ct one another and worst of
all, assune that another, not them have the
responsibilities of paynent. | magi ne the paper
shuffles, the phone calls on hold and the clinic
wai ting time.

The experiences of ny famly are not
uni que, famlies throughout this country whether urban
or rural, face the sane frustrations of health care
and education across the country. This should not
happen to famlies anywhere and especially shoul d not
happen to fam lies whose ancestors settled this great
country and with whom many, many prom ses were mnade.

| would like to recommend that there be
culturally conpetent training of health care and
educational professionals at the undergraduate and
graduate levels. The Indian Health Service shoul d be

adequately funded to provide the quality care and
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specialty care at all levels across the country. They
should create and fund a famly initiative for
children’s health information centers in every state,
where famlies can find objective, famly-friendly,
culturally conpetent information about health care
resources for their children with special health care
needs, create partnerships and incentives for mnority
and traditionally under-served students to enroll in
the health care profession and create a system of
health care services that will ensure pediatric and
geriatric health care for our nations two nost
vul ner abl e popul ati ons.

Thank you.

(Appl ause)

M5,  AMARO Thank you, Patricia, for
bringing us into your experience and into your
enotion, because it’'s very inportant for us to
remenber that we’'re not dealing with an acadenic
exerci se.

(Appl ause)

M5. AVARO W're trying to be distant but
the things that are being described by all of our
speakers are things that inpact the real |ives of

peopl e, of famlies, and often can destroy the |ives.
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So as health care providers and those of wus in
position of meking decisions, we have to stay
connected to the inpact that this has. And that |
hope pushes us to act nmore swiftly and affectively,
sonmet hing that governnment is well known for, but we
really need to do that.

The last speaker is Meizhu Lui, from
Health Care for All. Pl ease join ne in wel com ng
Mei zhu.

(Appl ause)

M5. LU: Wen | was growing up and | had
to identify myself by race, | had three boxes to
choose from black, white and other. Today, Asian
Paci fic Islander Anericans have our own box, that’s
progress, but we're still largely invisible when it
cones to health, as you can see fromthe |ack of data
on Asians in the chart book. To take one exanple, how
many of you have heard of thalassema, it’s a disorder
of red blood cells, carried by about ten percent of
Asi ans, causing severe anem a. Lack of data has |ed
to lack of information, which has led to |ack of
funding for our health needs.

My parents are Chinese imrgrants, they

bel i eve that staying healthy is not |ike keeping your
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car running, it’s not about your body parts getting
fixed by a mechani ¢ or about ingesting the |atest high
octane pharmaceutical concoction. My dad is not
someone who s going to demand a prescription for
Vi agr a.

(Laught er)

M5. LU : The Asian view is that being
healthy is about the whol eness of mind, body and
spirit and maintaining harnony between you, your
famly and society. But it’s pretty hard to feel
har noni ous when society makes you feel unwel cone.
Recent racist anti-immgration |egislation has added
to the pain of being cast adrift from everything
famliar. People of color are | ess healthy because we
are nore poor, as has been pointed out repeatedly. No
matter how good your access to nedical treatnment, if

you don’t eat you want be healthy. So thanks, guys on

the big hill, for restoring food stanps to | egal
i mmi grants.

(Appl ause)

MS. LU : Asthma is a major threat to

Asian children, but asthma and asthma attacks can be
prevented if you live in a house that's free of nold,

cockroaches and rats. I[t’s ironic to read the U.S.




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

81

press appl audi ng China for abandoning its policy of
provi ding housing for everyone, when we know that
here, with an unregul ated marketplace, the grow ng
| ack of affordable quality housing is killing our
ki ds.

(Appl ause)

M5. LU : Asians are not only less likely
to be insured, they don’t even understand the concept
of appoi ntnments, pre-approvals, collection agencies or
t he outrageous cost of care. One Chinese inm grant
said, there should be free shots for everybody who
needs it, like in Hong Kong. Fear of |INS consequences
stops many from seeking care they are entitled to,
di sabl ed Asians don’t know what is available for them
There are not enough comunity heal th workers, trusted
peers to help them navigate the troubled waters.

Many Asians prefer practitioners of
Eastern alternative nedicines, |ike herbalists,
acupuncturists or ch’i gung specialists. However,

even the best insurance doesn’t reinburse for these

servi ces. If Asians do have to go to a hospital
interpreter services are m Ssing. It’s a conmon
practice to tell patients to bring their own

interpreter and that person is often their child. Not
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only do children not know how to transl ate nedi cal ese,
a | anguage nore conplicated than Chinese, not only do
they have to hear about their parent’s private bodily
functions or illnesses that they shoul d not be hearing
about, worst of all it upsets the traditional famly
rol es, where children are dependent on adults and not
Vi ce- ver sa.

(Appl ause)

M5. LU : Sone Asians who have practiced
traditional renedies, |ike coining or cupping on their
children, which |eaves red marks on the skin, have
been reported to DSS for child abuse and threatened
with renoval of their children. There are next to no
Aneri can providers who understand our health beliefs
and practices, while foreign trained health
prof essional s end up worki ng as housekeepers, unable
to get recertification

Sout heast Asi ans surviving the horrors of
war obviously require nmental health services but these
are sorely lacking. Even reunited famlies, even for
themnmental health is an issue. The irony is that the
nore successfully younger people integrate into U S.
society, the less they followthe tradition of respect

and service to their elders, grandparents and parents
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feel useless, disrespected and isolated culturally,
even from their own children, and often becone
depressed and sonetines suicidal. W need to pay
attention to these issues.

On the other hand, | had to |augh I ast
year at the newspaper story about the research
docurenting the positive effects of ginkgo on nenory
retention, that hit the Asian newspapers 2,000 years
ago, before sonme had paper. And only 25 years ago,
acupuncture was considered a really crazy idea, how
could those Asians believe that being stuck wth
needl es could help in any way? And yet today, it’s a
t herapy that hel ps even European-Anericans deal with
probl ens fromdrug addiction to arthritis.

Asi ans have nuch to learn, but we also
have a ot to teach. There are people on both side of
every barrier, don’t assume we’'ll be fine just because
we can cross the barrier by assimlating. It’s better
to build bridges that go in tw directions and al |l ow
a free flow across the cultures. this goes beyond
| ooking for the | owest common denom nator, it means
all of us enlarging our visions and enriching each
other’s nenu of choices and progressing toward a

system of multi-cultural conpetency. And we can do
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(Appl ause)

M5. LU : As one Chinese inmgrant said,
the U S. is such an advanced country, why don’'t we
have a better health care systen? |If they put their
mnd to it, they can do it.

Thank you.

(Appl ause)

M5. AMARC  Thank you.

Now didn’t | prom se you a powerful panel ?
They were terrific.

(Appl ause)

M5. AVARO W have heard three recurring
themes. First, that services that are linguistically
and culturally appropriate, provided by a diverse work
force is the one that’s going to understand the needs
and the life experiences of the consuners and that
that is what we need to put into place.

Second, that econom c developnent to
address issues of poverty that contribute to | ack of
access to services, but also to the increased risk for
al nrost every health condition that we know about,
needs to be addressed. So that means public health

and prevention prograns that help the poor, but also
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econom ¢ devel opnment prograns that hel p peopl e out of
poverty.

Third, the devel opnent and funding of
public health prevention and intervention strategies
that are appropriate and effective wth our
comunities, we will be hearing about this in the next
panel .

Now we are going to be opening up for
di scussion. | want to, before we get started and as
you t hink about your questions, |lay out sone ground
rules. W have very limted tinme and we would |ike as
many people as possible to get to ask questions. So,
I’ m going to ask you to please keep your questions
brief and to the point. |If you have comments, that is
you really don’t have a question, try to resist the
tenptation of putting it into a question and instead,
wite it on the back of this card. Does everybody
have this card? Please register and put it in the
back. These are going to be transcribed and given to
t he comm ssi on.

So folks, if there are peopl e who nay need
an interpreter, I'mnot sure if there are people here
who speak |anguages other than English, you can

identify yourself by coming to the front and we w ||l
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try to accommodate you

w'll form two |ines. There will be
m crophones, | believe down the mddle of the aisle
and you can line up and ask your question. Wen you
are going to speak, please state your name so we know
who you are and where you live. W are going to first
allow the advisory panel to ask questions, so the
floor is open for questions.

DR.  FOX: W want to give the first
opportunity to nenbers of our advisory panel for any
guestions or conments that they m ght have, then we’ll
t ake audi ence questi ons.

Yes, Governor Kean?

GOVERNCR KEAN: One question. The job
we’' ve been given is to give recommendations to the
President of the United States to consider. |If each
of you had one nost inportant reconmendation,
somet hing the President could do, what would it be,
what should we recomend to the President?

M5. LU: One ideais toinstitutionalize
the role of conmunity health care workers into our
health care system as care is noving nore and nore
out of hospitals and into comunity settings, that

will becone nore inportant. But it’s the comunity
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heal th workers, and several people here have pl ayed
that role, they are the bridges between conmunity
residents and the health care system

M5. THOVAS: Mne would be to create and
fund a famly initiative for children’s health
i nformation centers--

GOVERNOR KEAN:  Pull the m crophone up a
little closer, | want to nmake sure everybody can hear
you.

M5. THOWAS: It would be to fund the
Indian Health Service nobre adequately across the
country and to create and fund the famly initiative
for children’s health care and information centers in
every state.

MR, COBB: |’'d say, continue advocating
for needl e exchange, with treatnent on demand.

(Appl ause)

M5. GARCIA: M reconmendati on woul d be
adequate funding for prograns descri bed, but
especially for community health workers, so they could
have a salary that would help them succeed in life and
help their famlies.

MR AUGUSTAVE: | would say, nore cultura

diversity trainings in our communities, for providers
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and everybody.

M5. AMARO |’'mgoing to go ahead and add
two to that. | think funding for training of public
heal t h and health care professionals, physicians, but
al so other health care professionals such as nurses,
soci al workers, and people who work in public health
and devel op public health prograns. If we do that, we
will inpact our universities, as teaching institutions
they will be notivated to change the curricul um and
all students will benefit.

The second woul d be to really work toward
removi ng the existing barriers to health care coverage
so for exanmple, trying to extend health care coverage
to nen and adol escents nore than we have right now.
And to renove or include and inprove the coverage for
behavi oral health care, including nental health
servi ces and substance abuse treatnent.

Currently, the ~coverage 1is totally
i nadequate, we rely a lot on block grants. The
rei mbursenent rate for block grants, for exanple, for
residential treatnment for one day of treatnent, for a
woman, in this state is $53 a day, for $53, you cannot
provi de adequate substance abuse treatnent. That

needs to change, we need to incorporate it into the
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package of health care that we provide.

(Appl ause)

DR. FOX: Any other questions from our
advi sory nenbers?

(No verbal response)

DR FOX: Al right, shall we nove to the
audi ence?

M5.  AMARO Ckay. W have our
m cr ophones.

Wuld you please introduce vyourself,
Ni chol as?

VR. CAROLAI TA: [’ m Ni chol as
Carolaita (ph) fromthe Latino Health Institute and I
was pl anning to speak in Spanish now to point out that
fact that we do have, and | am very happy,
interpreters. But in this tine and age we should be
novi ng ot her |anguage interpreters, other people do
exi st and they don’t come to these things because they
know t hey won’t be abl e to understand.

M/ question is, to any of the panelists,
do you recomrend that the U S. Departnent of Health
and Human Services reconmmend guidance for the
inclusion of nedical interpretation as a nedical

procedure, so we can get it reinbursed and therefore,
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finally get it on a professional basis?

M5. AMMRO Wo would like to answer that,

Mei zhu?

MS. LU : Yes.

(Laught er)

M5. GARCI A: And | would second that
not i on.

M5. AMARC Do we have anot her person?

| think you got total approval on that
one.

MR. CLARK: Good nor ning.

M5. AMARC  Good nor ni ng.

MR, CLARK: MW nane is Darren Cark, |I'm
from Di nock Cormunity Health Center, |I’mthe program

manager of a peer |eadership program | have one of ny
peers with ne. | also am the youth mnister of
Mohanmed’ s Mosque number 11 of the Nation of |slam
here in Boston.

My question is that we have identified
fromthe panel here a great deal of diseases that are
infecting the comunity. And the underlying disease
frommy perspective and fromthe youth perspective is
the underlying racismthat has brought about all these

di seases.
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M/ question is, is the termaccess for al
i nclusive of youth, when you have a government that
cuts youth progranms that are preventive and
educational, cuts them by billions of dollars this
past year, to where we are not going to be able to
prevent these such diseases that were identified
today. | want to know today, is the recommendation to
the president to get back these funds to hel p prevent
t hese diseases in the future?

Thank you.

M5.  AMARC Thank you. I think we
understood that was a statement, yes?

Do you want to address it as a question to
the panel ? | guess the question is, is there, that
the Anmerican public feels confused by the degree of
commitnent to adolescent and youth and doesn’'t
under stand why some prograns are cut.

| think the panel will take this concern
back to the President, as an issue that has conme up
and try to highlight the concern that was expressed
her e.

W have other folks on this side.

MR GARRETT: M nane is Haskell Garrett,

|"m from Burlington, Vernont--
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M5. AVARO Could you hold on a second, we
are going to have a response to that question and then
we' || take you right after that.

DR. FRANKLIN. W' d be glad to take the
guestion back for the President’s consideration, to
the extent that it is a federal responsibility. |
would |ike to observe that nost of the funding for
educati onal prograns, to which the gentleman referred,
are state and local prograns, which we have no
jurisdiction over, you see.

Educati on i's primrily a | oca
responsibility. there are federal funds, but they
woul dn’t begin to inpact the problemto which he has
referred. To the extent that we can increase or
support fromthe federal funds, prograns for education
we’'d be glad to do so. But the nonent the federal
gover nment goes beyond a certain point, the |ocal and
state forces individual citizens offices, raise the
nost profound, vigorous objections to what they cal
federal intervention in |ocal education. So that’s
what we have to renenber when we’'re tal king about
this.

M5. AMARO Thank you, Professor Franklin.

Yes, can we take the next question.
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MR GARRETT: M nane is Haskell Garrett
and |’m from Burlington, Vernont. Vernont enjoys a
reputation of being one of the whitest states in the
country. However, that is sinply not true, Vernont is
changi ng significantly.

My question to the advisory commttee is
given the changing denographics of that state,
however, at this point in tinme, resources are not
targeted to conmunities of color when health
initiatives are being discussed. W don’'t neet the
fornmul aries sinply because we don’t have the nunbers
right now, but all the data indicates that at sone
point five years down the line that we will represent
a significant portion of the popul ation.

M5. AMARO  Excuse ne, | amgoing to ask
you to be brief and to the point, because tinme is very
l'imted.

MR GARRETT: Ckay. M question then is,
is the federal government beginning to think about
tying some kind of <conditions around cultural
conpetency and targeting funds to organizations
directly that work with those popul ati ons, opposed to
it going to the usual suspects?

M5. AMARC  Ckay.
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MR GARRETT: Wiich is the state.

DR. FOX: Let ne comment on that within
HHS. We have within HRSA sonme specific activities
ri ght now around cul tural conpetency and we’'re trying
to look at ways we can go beyond where we are today.
But | think all of our prograns, particularly provided
through the comrunity health centers, through our
H V/ AIDS programs, which again, nmany address
adol escents and young adults, a question that was
addressed previously, we are |looking for ways to
provide those in a culturally conpetent fashion.

And | just mght nmention that we just
recently hired four primary | eadership positions in
the Ryan White Program and all of them were filled
wWith mnorities. So we’'re trying very hard within our
agency to address that, we obviously need to continue
to push that envel ope.

M5. AMARO. W' || take another question
fromthis side and then we’'re going to have to end,
fromwhat 1’mtold. | would encourage other people
who are not going to get to talk, because we do need
to go on to the other panel, to please submt your
guestions and your coments to us on your card.

V5. AMATI EL: My nane is Neela Amati el
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(ph) and I'’m originally from Haiti, chair of the
nursing department at Atlantic Union College, South
Lancast er. Unfortunately I'm not going to ask a
guestion regarding the curriculum but I will ask a
guestion on behalf of sickle cell patients, why is

such a | ess awareness, the public, the community have

such less awareness of sickle cell? | have few
answers they say because this chronic illness is not
visible |ike cancer, |ike when you have chenot her apy,

you have a bal d head.

| would like to see, if it’s possible,
that the Wiite House attend to this need in educating
the conmunity, the health care workers, to know that
a sickle cell patient, when they conme to the emergency
room disaster could happen.

M5. AMARO (kay, your concern and coment
will be noted and we will convey that.

| want to thank the panelists, please join
nme in giving thema round of applause, they cane from
far away to share with us.

Thank you.

(Appl ause)

DR FOX: W apol ogi ze for not being able

to take all the questions. But we have one nore panel
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and then we’ Il take sone questions subsequent to that.
So we want to have tine to do that.
MODELS THAT WORK

DR. FOX: W' ve had the panelists share
with us a nunmber of the health care issues around
health care access and problens. W want to tal k now
about sone of the prograns that appear to be worKking.
VW have to noderate our next panel, Joan Reede, from
Harvard Medi cal School, if the panel and Dr. Reede
could come up?

As you're doing so, I'll introduce
Dr. Reede. She is Associate Dean for the Faculty
Devel oprent and Diversity and Director of the Mnority
Faculty Devel opnent Program She also holds
appointnments with Harvard Medical School, Harvard
School of Public Health and Massachusetts Cenera
Hospi tal .

Her dedication to mnority students,
residents, to scientists, to physicians is al
enconpassing and has spawned efforts such as the
bi onedi cal science careers project that brings
toget her academ a, industry and education to the
prof essions to assist mnority students, trainees and

pr of essi onal s pursuing bionedi cal careers.
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She has devel oped nentoring prograns for
hi gh school, wundergraduate, graduate and nedical
school students and a training programfor mddle and
hi gh school teachers. She recently received the
Sal zburg Sem nary Presidential Fellowship, which she
has used to study race and ethnicity nodels of
di versity.

And we have no one that is any better
qualified than Dr. Reede to | ead our next panel

(Appl ause)

DR. REEDE: Thank you very nuch. Thank
you, Dr. Fox and nenbers of the President’s Advisory
Board and others who are here today. |It’s a wonderful
opportunity to participate in this conversation on
race and in particular this discussion on the
identification of barriers and the buil ding of bridges
that will enable us to close gaps, gaps that relate to
health disparities and issues of poverty, housing,
education, enploynment, issues that have been di scussed
by previous presenters. And borrowing from Dr.
Sat cher, access gaps, access gaps that are related to
bei ng uni nsured, under insured, under represented and
under served.

This second panel w Il address nodels,
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successful nodels concerning issues of access,
wor kf orce diversity and cultural conpetence. In the
interests of time, I"'mgoing to introduce each of the
presenters or speakers in order now and they will come
up subsequent to that.

Qur first presenter is El mer Freeman, who
is the former Executive Director at the Wittier
Street Nei ghborhood Health Center, from 1981 to 1997.
He is currently Executive Director of the Center for
Community Health Education, Research and Service,
ot herwi se known as CCHERS, here in Boston

The second presenter is Zoila Torres
Fel dman, a nurse who al so has a Master of Science from
Harvard School of Public Health and has been the
Executive Director of the Great Brook Valley Health
Center since 1983. This center is located in
Wrcester.

The third presenter is Peggy Leong.
Dr. Leong is currently the admnistrative Director for
t he Depar t nent of Neur ol ogy at t he Bet h
| srael / Deaconess Medi cal Center and was fornerly, from
1983 to 1997, the Director of Cinical Operations for
the South Cove Comunity Health Center, here in

Bost on.
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The fourth presenter, Barbara Nam as, is
a menber of the St. Regis Mohawk Indian Tribe. She
has directed U S. Title 5 Indian Health Services
prograns here in the Boston area for over 17 years and
is currently with the North American Indian Center of
Bost on.

Qur final presenter is Vanna Lee. Vanna
cane to the United States in 1980, from Vietnam and
since 1992 has served as Director of the Southeast
Asian Health Program which is in the Famly Health
and Soci al Servi ce Cent er, in Wor cest er,
Massachusetts.

Thank you and we’'ll start wth El ner
Freeman.

MR FREEMAN Good norning. | want to say
it is a distinct honor to be engaged in this dial ogue
on race and health care. | want to thank the panel
and the Advisory Board for comng to Boston to hold
this particul ar dial ogue.

As Joan indicated, | am the Executive
Director for the Center for Community Health
Educati on, Research and Service, fondly known as
CCHERS. CCHERS was started in 1991 as a partnership

between Boston University School of Medicine,
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Nort heastern University' s Coll ege of Nursing, Boston
Medi cal Center, Boston Public Health Conm ssion and 12
comunity health centers within the city. It was one
of seven projects funded nationally by WK. Kell ogg
Foundation in its Comunity Partnerships in Health
Prof essi ons Education Initiative.

CCHERS is a nodel for preparing suitable
educated primary care providers and to address the
health care needs of wunder-served populations in
Boston. CCHERS has fostered nmajor curricul um changes
i n medi cal and nursing schools, has increased access
to health pronoti on and di sease prevention services in
t he nei ghborhoods an initiated a coomunity derived and
directed research into health issues that are uni que
to urban popul ations. Health professions prograns at
hi gh school, college, graduate and professional |evels
have been transformed to prepare providers to neet the
needs of people and conmunities.

Community health <centers have been
transforned into academ c conmmunity health centers
that incorporate teaching and research into their
historic service mssions. Mst significantly, the
great divide that existed between communities and

health profession institutions has been bridged
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t hrough thi s partnership.

For 16 years, however, | was the Executive
Director of the Whittier Street Nei ghborhood Health
Center here in Roxbury, serving a population of
predom nantly low incone African-Americans and
Latinos. Wen | decided, as the director of Wittier
Street, in 1991, that the center would becone a
partner in the CCHERS project it was because |
recogni zed the opportunity CCHERS represented for
recruitnent and retention of comunity oriented
provi ders.

| understood professional education as a
soci al i zation process and knew that if given the
opportunity we could effectively grow our own
providers. Just think, doctors and nurses who are
culturally conpetent and reflected the community based
primary care principles and values of the health
centers. Values of equity, access and respect. No
matter what your ability to pay, no nmatter what
| anguage you spoke, and no matter what col or of your
skin. W believe the words of Reverend Dr. Martin
Lut her King, who said, that of all forms of inequity,
injustice in health care is the nost shocking and the

nmost i nhumane.
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The goal of CCHERS is to increase the
nunber of primary care providers being educated in
comunity based centers, practicing in
interdisciplinary health care teans and providing
quality health <care to nedically wunder-served
popul ations. Starting with the education of nedical
and nursing students, CCHERS has expanded to include
primary care residents in internal medi ci ne
pediatrics and famly practice, graduate nurse
practitioners, social workers and physical therapists,
as well as other allied health disciplines.

Addi tionally, that which I am nost proud
of, is the Boston Health Careers Acadeny, the first
public high school in the city for students interested
in pursuing a career in the health professions,
establ i shed by CCHERs in 1996. The acadeny has 220
students, grades nine through twelve, of which 94
percent are African-American and Latino. And cone
this Septenber, it will be relocated to the canpus of
Nort heastern University.

CCHERS is a nodel of health professions
education and i nproves access and ensures workforce
diversity and pronmotes cultural conpetence. The

interrel ati onship between these factors are evident.
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CCHERS has achi eved sone significant acconplishnents
over the past six and half years, such as increase
access to health care, greater workforce diversity and
ensuring culturally conpetent services.

We know that racial mnorities are nore
likely to be uninsured, live in under-served areas
with a shortage of physicians and other health care
providers, Income |evel and insurance coverage are
maj or determining factors associated with access to
health care.

Every year, about 500 nedi cal, nursing and
allied health students provide a range of health
pronotion and di sease prevention services to thousands
of Boston residents in health centers, public housing
devel opnments, elderly nutrition sites, day care
centers, schools and a host of other conmunity based
organi zations. W know that the representation of
African- Areri cans, Latinos and other minorities have
not reached parity with the population and the
enrollments of individuals from these groups in
medi cal school s and ot her heal th professions school s,
in fact is declining.

CCHERS i s changi ng the perceptions, val ues

and notivations of nmedical and nursing students and
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nore of themare choosing primary care and careers in
community health. W know that cultural competence is
a vital part of the efficacy and quality of health
care services provided. Culturally conpetent
providers contribute to inproved health outcones,
greater patient satisfaction and conpliance and
ultimately nore efficient cost of care.

We have created a nodel in which the
conbi nation of community based education, research and
service allows the community health center to parallel
a teaching hospital. CCHERS is a nodel and shoul d be
repli cat ed.

And | wll close with the follow ng
recomendations to the Advisory Board. Governnent
fundi ng for graduate nedi cal education through federal
Medi cai d and Medi care rei nbursenent must be extended
to community health centers through consortia with
hospital s and heal th profession school s.

(Appl ause)

MR. FREEMAN. Secondly, graduate nedi cal
education and funding should be nade available to
support ot her health profession disciplines, such as
nursing and social work and al so provide incentives

for recruitment of racial and ethnic mnorities.
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And finally, faculty rewards for pronotion
and tenure, and coll eges and universities should pl ace
greater value on comunity service and research
i nstead of the university mantra of publish or perish.

Thank you for this opportunity.

(Appl ause)

M5. FELDMAN  Good norning. It’'s an honor
to be invited here today, but it really has been a
privilege for me to work for 18 years at a conmunity
health center.

For 33 years, conmunity health centers
have been at the forefront of devel oping a niche that
responds to the special needs of vul nerable
popul ati ons. the locations of conmunity health
centers have been determined in large part by the
| ocation of nedically under-served conmuniti es.

Also, in order to provide culturally
conmpetent medical care to mnority populations,
community health centers have not only used
translators and non-English speaking personnel on
t heir staffs, but al so hire and nurture
mul tidisciplinary teans of mnority professionals.

But is has seen the need to elinminate

disparities in the quality of health of the nmedically
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under - served popul ations that has | ed CHCs to devel op
i nnovative and effective nodels of care. At the great
Brook Valley Health Center, in Wrcester, we serve
clients with limted access to primary care fromthe
Gty of Wrcester and 51 surrounding towns. Wile our
clients speak many | anguages and represent nmany ethnic
groups, the majority of our clients are poor, Latino,
with little or no fluency in English. A nost half of
our clients are uninsured.

The nodel of care delivered at G eat Brook
Vall ey Health Center is a blended prinmary care and
public health nodel and our target is the inprovenent
of the health status in the commnity. Qur approach,
grounded in the principles of population based
nmedi cine, requires the cooperative efforts of an
i nterdi sciplinary teamof outreach workers, clinicians
and case nangers. The first critical conponent of our
nodel requires tracking the changes in health and
status indicators through a variety of methods,
ranging from home health assessnment and street
outreach, to conparisons of our patients’ diagnhoses
with local, state and federal epidem ol ogical data.
Qur analysis of data is used themto develop or nodify

our progranms on an ongoi ng basi s.
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Second, because we view every neeting with
a patient as an opportunity to inprove his or her
health and the health of the conmunity, the care
provided at Geat Brook Valley Health Center is
defined by the client’s actual needs rather than by
the matter in which he or she sought care. Through
t he use of standard care protocols, our nultilingual
nurses assess every client’s needs at the time of the
visit, including a review of the need for such
preventive measures as inmuni zations, tubercul osis or
hepatitis screening, or chronic di sease assessnent or
nonitoring, regardl ess of whether the client is there
for a continuity of care appoi ntment or an urgent care
visit.

This client specific nodel, whi | e
successful in caring for vul nerable populations in an
urban environnment is anenable to be used in any
setting and holds a special relevance in a rural or
out post environnent, where a provider may not see the
client on a frequent basis.

Last week, for exanple, one of our
patients with AIDS wal ked in seeking a letter required
to access care at an Al DS services organi zation. The

H V nurse case nmanager identified the client’s overdue
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need for a pentam dine treatment, |aboratory follow
up, medi cation managenent and continuity care. He
| eft having received not just am appointnent for a
pentam dine treatnent, but rather the treatnent
itself, along wth the necessary |aboratory,
medi cati ons, nedication managenent, education and
tools and a connection with a social worker and
primary care worker.

National ly, comunity health centers, with
support from HRSA, are involved in establishing
simlar nodels of care through parallel systens of
continuity and urgent care. At Geat Brook Valley,
this version of primary care with a public health
focus is funded by HRSA through its public housing and
community health center funding prograns. The
effectiveness of this nodel can be neasured by as
i ndi cat ed by t he foll ow ng exanpl es:

Approxi matel y ei ght percent of our clients
live in public housing, where asthma is highly
prevalent. At Geat Brook Valley we have successfully
i mpl emented the N H gui delines through an educati onal
program that uses an analogy which is culturally
congruent, linguistically appropriate and easy to

understand. In the three and a half year study of
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enrol l ed asthma clients, G eat Brook Valley reduced
hospital adm ssions by 42 percent, reduced hospital
days for those clients that needed adm ssion by 28
percent and reduced use of energency roomvisits by 25
percent. Those sanme patients reported a significant
increase in their air flow measurenents and quality of
l'ife indicators.

One particular asthmatic client, a Spanish
speaking uninsured 51 year old nman who had been
hospitalized nine tines in tw years, had visited the
emergency room 35 tines during the sane two years, and
had been intubated four tines during those two years.
t hrough our teaching and case nmanagenent protocols,
following our call in on our Spanish speaking radio,
we were able to reduce his visits to the enmergency
roomto two during the first year under our care and
none in the second. Additionally, the patient had no
adm ssions to the hospital and no intubations during
the two year period.

V& estimate conservatively that the annua
medi cal cost of this client before entering our care
was $140,000. Qur nurse saw himnonthly, for which we
recei ve an annual rei nbursenent of $800.

Because of the high preval ence of D abetes
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Mellitus in Latinos, as docunented by the CDC, three
years ago we instituted an initiative to screen for
di abetes and to educate and give our patients the
necessary tools to manage their diabetes. In a
relatively short tine, we have acconplished
significant success. Since the program was
i mpl enent ed we obtained a 63 percent increase in the
nunber of diabetics with HgAlc neasurenent of equal or
less than eight, a way of neasuring glucose
managemnent . More than half of our clients are
controlling their glucose levels, twice as nany as
bef ore have received care froma podiatrist, and 83
percent of those who snoked have participated in
snmoki ng cessation training.

This culturally appropriate targeted
initiatives at Geat Brook Valley Health Center and at
comunity health centers in general are the preferable
means by which we can expand access and address the
nore recently identified disparities in racia
mnorities.

Thank you very much.

(Appl ause)

M5. LEONG Good norning, |adies and

gentl emen. Thank you for the honor of selecting South
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Cove Community Health Center as a nodel for culturally
appropriate health care delivery. I’’'m the new
Executive Director of South Cove Community Health
Center and | wish to acknow edge ny predecessor, Jean
Chin, Jean has been with the health center for ten
years.

(Appl ause)

M5. LEONG So, Jean, | hope I’mgoing to
say what you woul d have sai d today.

South Cove is a private nonprofit agency
founded in 1972 by Asian conmunity activists in
response to the lack of primary health care avail abl e
in the Boston Chinatown comunity. 26 years later,
with a staff of 150, we provide services to 13,500
patients from diverse ethnic backgrounds, living in

nore than 30 towns and neighborhoods in greater

Bost on. Qur staff speak Vietnanmese, Canbodian,
Laoti an, Japanese, a little Malay, | speak that, and
sever al Chi nese di al ects, including Mandarin,

Cant onese, Toucenese and Foucanese.

Qur services include internal nedicine,
pedi atrics, obstetrics, gynecology, nental health,
dentistry, optonetry and podiatry. South Cove al so

provi des support services, such as health education
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outreach and social services tailored to the specific
needs of the Asian comunity. South Cove’'s mission is
to provide accessible and affordable health care to
t he Asian community.

W give priority to the low income, first
generation chinese, Vi et nanese and canbodi an
i mm grants and refugees. South Cove’'s sites are
| ocated in the Boston Chinatown and North Quincy area,
where many Asian-Anericans |ive. Qur clinics are
| ocated near public transportation so that we | ower
t he geographical barrier of access.

We also negotiate for grants, to help
reduce the cost of delivering health care to the
Asi an- Aneri can popul ation. South Cove al so negoti ates
with tertiary hospitals in the Boston area to hel p our
patients navigate the in-patient and specialty mnedi cal
system An exanple of this is our special obstetric
program that we do in conjunction with the Beth
| srael / Deaconess Medi cal Center.

This programis designed for Asian wonen
to receive 24 hour support fromour specialty trained
| abor coaches and nurse m dw ves. The | abor coaches
serve as supportive friend, interpreters and coaches

during delivery, especially for wonen coming from
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cul tures where their husbands do not usually go into
the delivery roomw th them

Thi s out standi ng programal so has prenat al
classes, nutritional counseling and newborn education
for the programparticipants. And this is all done in
their primary | anguage and using exanples relevant to
their culture.

On the i ssue of workforce diversity, South
Cove’' s practice nodel is to enconpass the strength in
the Asian and in the American cultures in delivering
primary care and nental health care to our popul ation.
VW actively recruit bilingual, bicultural providers so
that our patients can communicate directly and
identify with our providers. 90 percent of our staff
speak at |east one Asian |anguage. The majority of
our staff also live in the communities that they
serve.

On cultural conpetence, our staff is a
cross section of the Asian communities in greater
Boston. W have | earned a great deal about val uing
di f ferences anong the diverse Asian popul ations from
our patients. Qur staff work not only with our
patients but with their famlies. Qur nmental health

team brings special cultural sensitivity in hel ping
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our patients deal with nmental illness, an often
unnenti oned problemin several Asian communiti es.

South Cove’'s goal is to target those
health risks nore prevalent anbng new inm grant
Asi an- Ameri cans, such as hepatitis-B, tubercul osis,
t hal assem a, stroke and cancers.

Now, to recommendations. W reconmend to
the panel to bring back to the President that they
shoul d continue to support progranms |ike CCHERS so
that it will help train nore mnority health care
providers so that we can recruit themto work with us
in comunity health care centers.

And finally, we believe South Cove's
success is due to the grass roots support from our
comunity, a blending of the best of the Asian and
american cultures. And South Cove's goal is to be the
best health care provider to the Asian-Anmerican
comunity and also to be the best health care enpl oyer
to Asian-Anericans in the greater Boston area.

Thank you.

(Appl ause)

M5. NAM AS: Good nor ni ng and good heal t h.

|’ ve been asked to profile the community

heal th service delivery system operating from the
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North Anerican |ndian Center of Boston, or NAICOB
The systenis purpose is to assist in raising the |evel
of health care for Anmerican Indians and Al askan
Natives residing in the greater Boston area.

According to the 1990 census, this
popul ati on nunbers close to 6,000 individuals, yet
little health data exists at the state level or within
the health profiles of the 103 towns in cities in
NAICOB's health service delivery area. Wt hin
Massachusetts, nost racial and health indicators track
only white, black, H spanic and Asian service users.
Anerican I ndian, Al askan Natives are gathered, if at
all, in an "other" category.

To conplicate natters, Native Arericans is
the term used in Massachusetts to inply American
I ndi an, Al aska Native tribal identity. However, this
term does not provide an accurate count of the
targeted North America |ndian popul ation.

NAl COB' s heal th system pronotes comunity

wellness from a preventative perspective, by

reinforcing traditional cul tural nmet hods  for
mai nt ai ni ng heal t h, physi cal |y, mental |y,
psychol ogically, enotionally and spiritually. Ve

pronote maintenance of healthy mnds, bodies and
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spirit, through proper nutrition, exercise and inner
fortification, thereby preparing the individual to
contribute to the overall wellness and sustenance of
t he community.

Traditionally, the tribal comunity, with
its extended famly or clan systens, stress the good
of the group over the individual. Sharing was the
norm not saving. Cooperation instead of conpetition
led one in harnmony wth, not master over, the
envi ronnent . These strengths we revisit with our
comunity menbers who share their thoughts,
experiences with urban life, and their spirits.
Toget her we plan for the next cycle.

A di sease specific initiative known as the
CGrcle of Wllness has devel oped an H V/ Al DS educati on
and peer training curriculum The series illustrates
and supports value systens appropriate for North
Eastern American Indian societies. Wthin NAI COB s
servi ce user popul ation, Northeastern native societies
have the largest representation, although tribal
popul ati ons serviced by NAICOB include citizens of
over 20 native nations within North Anerica. Value
commonal ities within the target audience allow for

interactive | earning settings and culturally conpetent
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program devel oprment, rich in tribal diversity.

Bet ween Cctober ‘97 and Septenber ‘98, 197
i ndi vi dual s accessed heal th services, through NAI COB s
program for a total of 2,647 annual service
encounters. By far, this service population
denmonstrates that American Indian people living in
G eater Boston do have unnet health needs, even with
Mass. Health, Comm Health, the Children’s Medica
Security Plan and other state health insurance nodels.
Qur service utilization record denonstrates that the
community wll access available health services
provided from the urban Indian center, at a rate
hi gher than if the service were provided by a non
I ndi an provider.

Thi s past Wednesday, July 8th, the Union
Square Family Health Center in Somerville,
Massachusetts began setting aside one afternoon per
week to provide American Indian, A aska Native adults
with primary care. The attendi ng physician and the
assisting RN are both American Indian, thereby
offering the only American |Indian provider consuner
clinic in the Commonweal th of Massachusetts. Access
tothe clinic is through the community health program

at the North Anerican | ndian Center of Boston.
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Beginning in the very near future are
three new prograns design ed after the extrenely
popul ar and successful Circle of WlIlness program
They include two di sease specific progranms targeting
cervical cancer and diabetes, as well as a program
targeting the 55+ plus conmunity, Senior \WlI ness.

The services in place at NAICOB are nade
possi bl e by the funding fromthe United States Indian
Health Service. Only the GCrcle of Wllness program
is funded by a non-federal source, the Comonweal t h of
Massachusetts’ Departnment of Public Health, but only
after assistance from another mnority service
provider. unable to survive in the cost reinbursenent
state vendor system NAI COB entered into an agreenent
with the Latino health Institute to serve as the
fiscal conduit for the grant. This agreenent is now
entering its fourth successful year

The Diabetes and the Senior Wellness
programw | | have 100 percent funding fromthe Indian
Heal th Servi ce. The other, a cervical cancer
screeni ng and education series, is jointly funded by
t he Dana Farber Cancer Institute and the United Wy of
Massachusetts Bay.

Mai nt enance of the above community heal th
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systemis threatened by federal redesign and budget
reduction initiatives. States |ack service delivery
experience and practical applications systens. HRSA
nmust | ead federal efforts to provide states with the
necessary tools and information which permt I|ndian
operated health service delivery systens to continue
and grow and wel cone the 21st Century.

Thank you.

(Appl ause)

M5. LEE: Good norning. M/ name is Vanna
Lee. | have been working at Famly Health & Soci al
Service Center as the Director of the Southeast Asian
Health Program This programis a comunity based
health program disease prevention program that
provi des outreach, health education, screening and
assisting client access to health care services. Sone
of these health education screening and counseling
i ncl ude hepatitis-B, tuberculosis, diabetes, breast
cancer, cervical cancer and tobacco rel ated di seases.

The clients we serve are faced with many
life <challenges and problens, |ike adjustnent
di sorder, stress of acculturation and the need to find
and keep a job, post traumatic stress disorder as well

as chronic disease risk factors. Although the risk
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factors of certain chronic diseases and cancer are
high, their awareness of risks associated wth
undet ect ed cancer and chronic di seases is | ow.

Through our health risk assessnent tool,
we have found that 71 percent of Southeast Asian wonen
over the age of 18 have never had a Pap test. 73
percent of the wonen over the age of 40 have never had
a manmogram And 80 percent of our individuals have
never had hepatitis-B

At the sane time, these individuals
encounter many barriers to health educati on and health
care services. There are many significant
soci ocul tural and access barriers than just |anguage,
traditional health practices, gas and transportati on,
| ack of know edge of existing services and |ack of
health insurance. Nearly all the clients we serve
over the age of 30 spoke limted English. Over 60
percent of the clients had been in the U S for five
years or less. And 50 percent were found to have no
heal t h i nsurance cover age.

Experi ence has shown that many of these
barriers can be overcone when services are provided in
aculturally and linguistically sensitive manner, when

the program nodel is rational and innovative and when
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health care infrastructure is supportive. The
Sout heast Asia Health program enpl oys highly skilled
bi | i ngual and bicultural Southeast Asians who are
cross trained in all different areas of health and
social services. They are also trained in diversity
to ensure that our service is sensitive to the needs
of each individual and famly that we serve.

Furthernore, all of our health educators
are recruited from the comunity, they know the
community well, and are respected by the comunity,
and all denobnstrate a commtment to work with the
community by providing outreach and education in the
eveni ngs and weekends, and also in places that are
convenient for clients.

Staff are al so invol ved in devel opnment of
cultural and linguistic sensitive health literatures,
vi deos, newsletters, as well as providing culturally
sensitive trainings to area health care and soci al
service providers. The programinvol ves an extensive
anount of collaboration both within and outside the
health center. Internally, the programlinks wth
every aspect of the operation. Externally, the
program collaborates wth schools, Vi et nanese

bi l'i ngual teachers, |ocal HM3s, health care and soci al
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service providers, civic and faith organi zati ons.

In conjunction with the health center
staff, we conduct special ongoi ng eveni ng and weekend
Pap clinics and manmography screening. The health
center phlebotom st also acconpanies us to health
fairs, community and cultural celebrations, in order
to provide health screening. W work with the
Wrcester Public Schools in order to provide education
and provide certain screening to Southeast Asian
st udent s. And we collaborate with local HM3s to
provide free hepatitis-B screening, open to the
public.

The program al so i ncorporates eval uation
activities, which focus on assessing the effectiveness
of programactivities while simultaneously striving to
identify previously unrecogni zed high risk groups or
conditions within the Southeast Asian comunity.

O the people we encounter, over 50
percent have no primary care provider. Program staff
assist in linking themto a health care provider by
maki ng appoi ntnents, arranging transportation as
needed. We help them by helping them apply for
essential care and our sliding fee scale at the health

center. On the first visit, we will neet up with
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clients at the door to provide orientation to the
health care systemand to direct themw th checking in
and registration.

The multiple departnents within the health
center are also staffed with bilingual and bicultura
Vi et nanese enpl oyees who can further assist patients
with health care access. Over the years we have nade
many successful preventions and interventions and |
want to give you one exanple in particular.

Through our outreach, a health educator
encountered a 48 year old Vietnanese woman who had
just arrived in this country. She did not have a
primary care provider nor health insurance. She also
appeared very healthy and didn’t think that she needed
to be seeing a doctor or any of our services.

After much convincing, she agreed to have
all the reconmended screening. The results came back
and she was found positive with hepatitis-B. Ve
contacted all her close contacts for hepatitis-B tests
and i nmuni zati on. She al so had an abnormal Pap snear
and subsequent biopsy showed she was at risk for
cervical cancer. Because she did not have a primary
heal th care provider, did not have health insurance,

preferred to be seen by a femal e doctor, did not have
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transportation and did not speak any English, all of
our staff at the health center, including nurses,
doctors, case managers and interpreters cane together
to work with her. And |I'’m happy to say that she is
doi ng very wel |l today.

Thi s program wor ks because of a synergy
bet ween carefully sel ected and devoted staff nenbers,
supportive direction fromthe conmunity and rational
and i nnovative programnodel with the community health
center, and a commtment to collaboration and thorough
eval uation progranms. Many of these essential services
woul d not be possible if it wasn’t for funding from
the department. And we need this financial support to
conti nue providing these inportant services.

Thank you.

(Appl ause)

DR. REEDE: | want to thank all of the
panelists, we’'ve had a lot of discussions about
keeping their tine in frame and they kept | ooking over
at ne, saying, do | have another second, do | have
anot her second? So, thank you very nuch

Inlistening to the five presenters, there
are four thenmes that |’ve been able to note, one is

the use of nultidisciplinary and interdisciplinary




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

125

teans, where the inportance of workforce diversity is
recogni zed, clearly recognized and taken into
consi derati on.

The second is the inportance of
col l aboration and partnering, on multiple |evels.
They tal ked about internal and external partnering,
public and private partnering with community agenci es,
partnering with academ c institutions.

Third, the need for data. The need for
data gathering and anal ysis as a substantive conponent
of the infrastructure.

And fourth, that ensuring access and
cultural conpetency in their health systens requires
the invol venent of the community, it’s an essentia
el ement .

Wth this we are going to open and turn
over to the question conmponent and 1’'d Iike to begin
with the questions from the Advisory Board. \Wile
we're starting this, 1’'d like people to start to queue
up on the sides. I"m going to ask you, with your
guestions, the questions fromthe audi ence, that you
make them questions not coments and for your
comments, if you actually wite them on the back of

t hese yel |l ow pi eces of paper you will get a response
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to them And also that you limt yourself to one
guestion, not nore than one.

Wth that 1'd like to open it up to the
Advi sory Boar d.

EXEC. DIR. WNSTON: | was particularly
struck by the themes, Dr. Reede that you indicated but
| am also particularly interested in the degree to
which the ability to partner with other entities
within the conmunity, the degree to which it is, those
partnering agreenents are inpeded or supported by
state, local or federal regulations? Wat is the
i mportance of the partnering relationship wth
school s, busi nesses, chur ches, soci al service
agencies, and to what extent are you finding it easy
or not, to devel op those partnershi ps through prograns
supported by state, | ocal and federal entities?

M5. LEE: 1'’msorry, the question was was
it easy to formthe partnerships?

EXEC. DIR. WNSTON: To what extent are
you aided in formng those partnerships? How
i nportant are they and to what extent are you ai ded or
i npede by state, local and federal rules? That sort
of thing.

M5. LEE: | couldn't really hear because
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of the echoes.

EXEC. DIR W NSTON: In terns of the
partnershi ps that have been created, to what extent
have they been inpeded or assisted, [|ooking at
federal, state, local initiatives, prograns, funding,
et cetera? How easy it is for you to do the
partnering?

M5. LEE: Wth the |ocal organizations,
for exanple like churches or tenples or the civic
organi zations, it has been extrenely difficult and
challenging to formthat kind of partnership because
the priority of the community has been to help the
conmunity with housing and jobs and things Iike that,
so it takes a lot of education and informng the
community and the leaders that this is also a very
important and that they have to take it into
consi derati on.

MR FREEMAN. A significant inpedinent to
us in the creation of the CCHERs project has been, In
fact, the way graduate nedical education is being
funded through Medicare and Medicaid and the
rei mbursenent system For years now, |’'d say as many
as 10 to 15 years, residency prograns have been noving

towards communities, but even nore so today.
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Teaching hospitals historically have
gotten noney to support residency training through the
rei nbursenent system clearly that needs to follow
the residents into community health centers, which are
much nore vulnerable, relative to finances and the
ability to actually build the capacity to do residency
traini ng.

I think society has nmde a conscious
deci si on under the Medicare act, when it decided that
the training of doctors was sonething that was good
and beneficial to society. | suggest that the
training of other health professionals particularly
nurses, social workers and community heal th workers is
al so beneficial to society, relative to elimnating
many of the disparities and the barriers of access to
peopl e of col or.

And | would suggest that a reform of
graduate nedical education take into account the
expansion into other health disciplines and into
communi ty based centers.

DR REEDE: Any other questions fromthe
panel ?

(No verbal response)

DR REEDE: 1'd like to ask one question
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nyself, in the area, we talked about comunity
i nvol venent and the inportance of comunity
i nvol venent and how have you been able to achieve
that, furthering on the other questions? And to what
extent has that been inportant in terns of bringing up
the i ssues of access and cul tural conpetence?

MS. FELDVAN: I think that conmmunity
participation is really critical, that has been
denmonstrated by other exanples and other prograns.
The participation of the community and governance, the
community health centers, | think, is a really
critical way of keeping us in touch with what the
community needs. But in addition to that, you seem --
recruiting individuals to work at the health center,
conmuni ty heal th workers, individuals who Iive in the
comunity who are famliar with the nei ghborhood, who
are doi ng home health assessnents.

Beyond that, naking sure that we still
have focus groups, that we have opportunities for our
clients to participate in the evaluation. W have a
system where we have a question of the nonth so that
it’s not once a year that we ask whet her the people
are satisfied or whether they have a particular, so |

think there is a particular --.
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So | think there is a need and a real
strength in our ability to keep really in touch every
day with our conmunity.

DR. REEDE: Thank you.

|”’m going to open it up to the audience
agai n.

CHAI RMAN FRANKLI N:  The ki nd of reports
that these five panelists have presented are the kind
that give us great hope for the program generally
because they are subsuned under what we call prom sing
practices. Al though the initiative was in nany
i nstances, |long before our own board was thought
about, they neverthel ess point the way to things and
activities which certainly give us hope and give us
opti mi sm about the use of these sort of grass roots
activities as exanples of what mght be done in
various parts of the country. So they are prom sing
practices, certainly sone of them should be on our
website so that they can be shared with other part of
t he country.

DR. REEDE: Wonderful .

Pl ease state your nane.

GOVERNOR WNTER: | wanted to add this

comment to what Dr. Franklin has said. W are here in
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New England, Dr. Fox and | have cone from rural
M ssissippi. Yesterday afternoon | was involved in a
forumin Mount Bayou M ssissippi, in the heart of the

M ssi ssippi delta. Munt Bayou is a comunity that
was established by former slaves after the Gvil Wr,
an African-Anerican enclave, it still is al
Af ri can- Aneri can.

And a neeting was held there yesterday
i nvolving sonme of the expatriate citizens of that
community who had gone off and been very successfu
educational |eaders in other areas of the country and
we met there in a church in Munt Bayou. And | nust
tell you that it could not be nore different, the
setting could not be nore different than this setting
here in Faneuil Hall in Boston.

But | nmust also tell you that the concerns
and the issues and the needs, the problens in Munt
Bayou, M ssissippi are not unlike those that we’ve
heard about here. It is a problemthat across this
country, as our Initiative on Race has heard from
people like you in all areas of the country, it is a
probl emthat involves all of us, fromwhatever section
we conme from And it is our ability to work together

to solve these problens, with respect to the delivery
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of health care so that nobody gets left out, is a
nati onal problem and we cannot becone truly one
Anerica until we solve these probl ens together.

That’s why it is so inportant and so
meani ngful for us to hear this testinmony fromthose of
you who have been working at the grass roots |evel.
And hopefully, out of this experience here, we can
create an understanding across this country of how
inter-related we are and how we nust solve these
probl ens together. That is the nessage | hope this
initiative will be able to carry to the President, but
to carry to the Anerican peopl e al so.

DR. REEDE: Thank you.

MR. MARA: M nane is Bob Mara.

Wien President dinton went to Africa, he
t al ked about slavery and he tal ked about reparations.
My question i sin two parts, what do you think,
especially Dr. Franklin and M. Wnter, about
reparations for American slavery?

And what do you think American slavery
means, does it include Caribbean-Anericans who were
sl aves and does it include Brazilian-Anmericans who
were sl aves, many of whom enriched nost of the white

men in that picture up there, long before there was
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slavery in that part of the world.

What do you think, again, about
reparations as an issue and do you think that at a
m ni mum reparations should include access to health
care and food stanps for descendants of those sl aves,
including inmmgrants from those countries | just
ment i oned.

CHAI RVAN FRANKLIN: | am of the opinion
that if you can get reparations, get them

(Laught er)

CHAI RVAN FRANKLI N: | am also of the
opi nion that you' re barking up the wong tree. |If you
can’t have affirmative action, which is a form of
reparations, wthout people yelling that it’'s
un- Anerican, unconstitutional, illegal and all the
rest of it, they don’'t give that, even begrudgi ngly,
how in the world are you going to get soneone to even
countenance in any serious way, reparations for deeds
that were committed 150 to 200 years ago, and to whom
they will be paid is another matter.

| will further point out that the period
of the nobst abject suffering, on the part of
African-Anmericans and others, has occurred in this

century.
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(Appl ause)

CHAI RVAN FRANKLIN:  Not in a slave period,
but in this century, with the lynchings and the
burnings and the riots and the indignities and the
segregation fromwhi ch bl acks and ot hers have suffered
in this century, really, in a sense al nost obscures

that period, except to indicate that there is a

| i nkage.

So as | look at the present and at the
future, | would be greatly heartened if we coul d get
sone support for prograns in 1998 that will level the

playing field and woul d gi ve peopl e the opportunity to
l'ive decently, respectable lives. To have these great
maj or industries to stop deliberately discrimnating
agai nst people, if you want to rent a car, you can’'t
rent one wthout going through the nost extraordi nary
activities and efforts in some places. |f you want to
get a neal, even in 1998, it takes some doing.

So let’s talk about, I"ma historian and
| ook back on that period with great disdain and
great feeling, but I would pull the curtain on that if
| could get sonme decent treatnent today, in 1998.

(Appl ause)

CHAI RVAN FRANKLIN: | was pushing ny own
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grocery cart in Gover’s, in Durham yesterday, doing
ny shopping and a white man cane up to ne and says,
you work here, where are the tomatoes?

(Laught er)

CHAI RVAN FRANKLIN: | sinply pointed to
ny, I wouldn’t trust nyself, | sinply pointed to ny
own shopping cart and went on.

(Appl ause)

CHAI RVAN FRANKLIN: It is ny viewthat we

ought to address the problens that exist in this

country in 1998. | know there are backdrops and
period s in the past with which I am intimately
acquainted, | spent 80 years working on it, but even
with that, | think the present and the future denmand

our attention. Qur wounds are there, we nust lick
t hem and we nust soot he them and nove on.

MR CHNG H, ny nane is Kevin Ching and
| have a question directed to Peggy Leong and to Vanna
Lee.

What neasures or prograns are being
i npl enented here in Boston to address the nental
heal th status of Southeast Asian youth and the rising
i nci dence of gang violence and gang activity in their

conmuni ty?
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M5. LEONG South Cove has a program
called MCA which is Mtropolitan |ndochinese
Adol escent Program in Dorchester and in Lynn. W
have recruited bilingual, bicultural case workers,
nmental health professionals to work with teenagers.

In the sutmmer we have nul tiple prograns,
hoping to engage teens in team building, in peer
devel oprent, for |eadership and trying to engage t hem
early while they are on break fromschool. And during
t he school year, to have after school prograns, where
they can learn fromeach other and fromthe | eaders we
have as enployees. W have gone after grants and
funding in order to provide this kind of service, it’s
free to the participants.

MS. LEE: Besi des the health education
component of chronic disease, we also have a peer
| eadership program as well. Al'l these peers are
recruited fromthe schools, either mddle school or
hi gh school, and they are all Southeast Asians. And
some of the issues they work on are self-identities
and cultural sensitivities and nmany other health
i ssues and gang violence is also part of that.

We also work with bilingual teachers in

the school system and principals, so that any tine
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there is any of these issues arise, or even to prevent
it, there will be sources that we can identify wth.

In terms of nental health, Family Health
al so has a nental health conmponent where we enpl oy
Asian staff and our staff is also working very closely
with the nental health departnment. And when we do
outreach, we also, nental health education is also
part of the education that we provide.

M5. DUNEDAY: Hello, ny nane is Lisa
Duneday, |'m the director of the Community Health
Education Center, which is a program of the Boston
Public Health  Conmm ssion, dedicated to the
pr of essi onal devel opnent of conmunity heal th workers.

| would Iike to add one nore itemto the
1998 program list for M. Franklin. W' ve tal ked
about the disparities in access and the need to
diversify the health care work force.

Il would |ike to point out a ngjor
disparity within health professions that in nmy opinion
severely threatens our goal of achieving workforce
diversity. Community health workers are that idea
work force we’ve been tal king about, they represent
and live in the comunities they serve, they are

skilled in public health issues and health areas, they
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have wal ked in the shoes of the clients they so
effectively serve. Yet they are currently funded by
grants and are really an add-on, rather than essenti al
menbers of the health care team

My recomrendation, and | would love a
reply or comments from the panel, is that you | ook
closely at the outstanding track record of these
public health professionals and find ways to fund t hem
on a pernmanent basis, as core nenbers of the public
heal th team

(Appl ause)

DR REEDE: Couldn’t hear?

I f you could hold the m crophone cl oser
and if you could just repeat briefly your final
recommendati on, briefly.

M5. DUNEDAY: | will do it faster, how s
t hat ?

We have tal ked about the disparities in
access to care and the need to diversify the health
care workforce. I would like to point out the
majority disparity within health care professions that
in my opinion severely threatens our goal of achieving
work force diversity. Comunity health workers are

that ideal work force we’ve been tal king about, they
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represent and live in the communities they serve, they
are skilled in public health issues and heal th areas,
t hey have wal ked in the shoes of the clients they so
effectively serve. Yet they are currently funded by
grants and are really an add-on, rather than essenti al
menbers of the health care team

My recommendation, and | would love a
reply or commrents from the panel, is that you | ook
closely at the outstanding track record of these
public health professionals and find ways to fund t hem
on a pernmanent basis, as core nenbers of the public
health team

EXEC. DR WNSTON. Let me thank you, on
behal f of the Initiative, for that recomrendati on and
ask that you submt that comrent to us and we will
i ndeed | ook closely at that recomrendation, as you
suggest we shoul d.

DR FOX: Can | make a comment. | m ght
state that, as you know, HRSA has funded in a variety
of communities, comunity health workers. The dilema
is the inability to obtain funding on a fee-for-
service or reinbursenent basis from third party
carriers, to provide sustainability and growt h anong

t hose community workers. And that’s the probl em and
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that’s the need in this country, a way to fund those
as we fund doctors and nurses and others, so that
there is a sustained source of inconme to support those
comuni ty workers. W agree with you.

DR REEDE: In the interests of time, this
is going to be the | ast question.

MR, JONES: M nanme is Charles Jones, |
live in Norwood, Massachusetts.

| would Iike to ask Dr. Franklin to just
ask the President to do one thing before he | eaves
office and that is to guarantee for all Americans, the
type of health care that they guarantee our nmilitary.

Thank you.

(Appl ause)

DR. REEDE: The reconmendation fromthe
| ast person was that the level of care that is
guaranteed in the mlitary be guaranteed for all
Aneri cans.

Wth this | want to say thank you to al
of you, thank you to the panelists for the work you’' ve
done, for the work that your centers have done and for
your marvel ous presentation.

And the other thing I'd like to say, just

on a personal note, that so nmuch of correcting or
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addressi ng i ssues of race and disparity in what goes
on in the health care systemis not just an issue for
the federal governnent of for the states, it’s really

sonething that is part of the responsibility for al

of wus.

DR. FOX: Thank you.

Let me rem nd you, we apol ogi ze for not
having any nore tine, but if you will, if you have

ot her conments or questions, please put themon the

yell ow card and give themto us because we want your

comments, and this is a way to do that. And we
promse we will [ook at them and consider them and
they will go in, just as if you had the chance to

stand up and make them verbally.

Let nme say in closing, we want to thank
t he panelists, the Advisory Board nenbers and all the
peopl e who've worked hard to put this conference
t oget her.

But quite frankly, what Dr. Satcher said
in his coments is that to continue the racial
disparities in this country as we have today is not
humane. It is not humane to have a nother and two
children have to take two buses and a cab to get to

her clinic appointnent.
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It is not humane to have to have six weeks
or eight weeks before you get your first prenatal
visit. It is not humane to not have dental care. It
is not hunmane to have a provider that doesn’t speak
your |anguage. It is not humane to be denied a voice
in your owmn health care. And it is not humane to
receive health care only at the end of your disease
pr ocess.

You know, we have in this country now, the
hi ghest rate of inmmunization that we’ve ever had and
we certainly haven't solved the inmunization rate
anong all our racial groups. But we have the best
rates we’ve ever had and do you now why we have that,
because we’ve done everything, we’ ve done everything
that we know to do. And we need to do the sane thing
with regard to racial disparities.

| guess the nmessage |’ve gotten today is,
for me, reinforced what |I think | already knew, this
continues to be a problem in America and it's a
probl emwe need to keep on the radar screen and it’s
a problem we do have sone answers for. W do have
some things that do work, we know they work, the
problemis we don’t have enough of them and we don’t

have them everywhere we need t hem
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(Appl ause)

DR FOX: | don’t think any of us up here
are Pol | yannai sh enough to know that we are going to
solve this tonorrow, but we do want to solve it. The
President wants to solve it, the Adm nistration wants
to solve it. W need to work on it together, we | ook
forward to doing that. | think we all need to push
t he envel ope wherever we are, we conmit to do that
within the admnistration. | know the Advisory Board
commits to do that. But we’ve got to continue to do
that, we’'ve got to do it together. And | think if we
do do it together, we will succeed.

Thank you so nuch for being here today.

(Appl ause)

(Whereupon, at 12:41 p.m, the neeting was

concl uded.)
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