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P-UB-L-1-CHEARI-NG

CHAI RPERSON LOUI' S STOKES: Anyone who would like to
testify or to make comments before the conmttee this norning is
requested to sign the sheet that they have at the door
i medi ately, at the table imediately outside the door here.

WI1l you do that for our records, please? W:d appreciate it.

Bef ore we begin our comment period this norning, which
is scheduled from8:30 til noon, we have advertised that we w ||
have a Public Coment Period this norning at which tinme nenbers
of the public are invited to make public coment to the Advisory
Committee. We will recognize everyone that wants to speak.

We:l | give everyone an opportunity. |If we have quite a nunber of
persons who wish to testify, we may have to restrict the tinme in
order to be able to accommpdat e everyone who wants to testify.
But we:sll try to be as lenient with each speaker as we can,
because we wel cone this opportunity to have you here and we
appreciate the input that you will give to our commttee.

Let nme take just a nmonent and say that this commttee
is in existence by virtue of having been appointed by Secretary
Donna Shal al a, just prior to her departure as the Secretary. That
sel ection was made by the Departnent of Health and Human Servi ces
and each of these persons who serve on this commttee were chosen
and appointed by her, prior to her departure fromoffice. O
course, Secretary Thonpson, under |aw has accepted the
appoi ntnent of this comnmttee and it is nowthe job of this
commttee to serve as Advisory Conmittee to the Secretary of
Heal th and Human Services. Primarily, our function is to conduct
meetings at which tinme we will consider |egislation now pending
before the Congress and other matters that are brought to our
attention related to mnority health. In that capacity, | m ght
say that each of the individuals that Dr. Shal al a appointed to
this commttee are individuals with extensive experience in the
area of mnority health and were sel ected because of their
particul ar expertise in the area. |:mproud of the opportunity
to serve as chairperson of this particular commttee.

Qur hearing today is the first tinme that weve had a
| onger session of public comment. Each neeting we have a period
set aside at which tinme we accept public comment relative to our
work. | think it mght be nice, if you were to have the nenbers
of the commttee introduce thenselves to you this norning, so you
m ght have sone idea who they are and their backgrounds and
things of that sort. As | said each of them has been appointed
because of their own expertise in the area of mnority health.
Way don:t | start, Ms. Satter, with you, if you:ll take the tine
to tell us your name, and then tell us a little about yourself,
and then each of the conmttee nmenbers will do the sane.

DELI GHT SATTER Good norning. My nane is Delight
Satter. I:m Ckwan Qui kitat fromthe Confederated Tribes of G and
Rounds. | work at UCLA Center for Health Policy Research, and |
focus on Anerican |ndians/ Al aska Natives both urban and rural



popul ations, but | also work with other popul ations of col or,
mostly in California.

ESTEVAN FLORES: Good norning. My nane is Estevan
Fl ores. |I:m Executive Director of the Latino/Latina Research and
Policy Center at the University of Colorado at Denver and a
soci ol ogist by training. l=ve served on national commttees on
i mm grant and refugee rights, was a foundi ng nenber of the
Hi spanic Health Coalition of Colorado, served 5 years on the
Col orado Board of Health. Qur center does work on health,
education, and immgration, inproving the quality of life for
Latinos in the State of Col orado and beyond.

HO TRAN: Good norning. My nanme is Ho Tran and | work
for the Illinois Departnment of Public Health, Center for Mnority
Health. | amthe Special Assistant for Asian Affairs and al so |
adm nister the State Refugee Health Program | am founder of the
Asian Health Coalition of Illinois and also the Mnority Health
Association of Illinois.

TED MALA: Good norning. My nane is Ted Mala. |:=m
Al aska Native. | work for South Central Foundation, the Al aska
Native Medical Center. I:mthe fornmer State Conm ssioner of
Heal th and Social Services for the State of Al aska and at present
I:-mthe current President of the Association of Anmerican Indian
Physi ci ans.

YVETTE ROUBI DEAUX: Good norning. M nane is Doctor
Yvette Roubi deaux and I:m a nenber of the Residency Tribe and I
am faculty and Assistant Professor at the University of Arizona
Col | ege of Public Health and Col | ege of Medicine. My work
i nvol ves teaching, research, and program devel opnent in the area
of diabetes and the Anerican Indians and al so I ndian Health
Policy. I=:mthe Chair of the National D abetes Education Program
Aneri can | ndi an Canpai gn, and a Past President of the Association
of American Indian Physicians.

CLYDE CDEN, Jr.: Good norning. | amthe Reverend Doct or
Clyde W Qden, Jr. | amsenior pastor of Holy Trinity African
Met hodi st Epi scopal Church in Long Beach. For 22 years | served
as president and CEO of the WATTS Heal th Foundation in Los
Angel es and I:m al so the Chairnman Eneritus of the Nati onal
Associ ation of Urban Based HMOs.

SALVADOR BALCORTA: Buenos dias. |:=m Sal vador Bal corta,
Chi ef Executive Oficer of Centro de Salud Fam liar La Fe, a
community heal th and human servi ces organi zati on founded under
social justice with a lead in social justice. I:ma Chicano from
El Paso, Texas, and I:malso a national board nenber of Nati onal
Council of La Raza and the person (inaudible) with Texas
Affiliate Network of National Council of La Raza.

JOAN REEDE: Good norning. I=:mDr. Joan Reede, Dean for
Diversity and Community Partnership at Harvard Medical School .

My background is in pediatrics and child psychiatry and nost of
my work deals with workforce devel opnent and career devel opnent
rangi ng frompre-college through graduate |evel and faculty |evel



prograns involving students fromlargely Massachusetts but al so
fromacross the country.

| SAMU J. ABRAHAM Good norning. My nane is |Isanu J.
Abraham I=m an Asian Pacific Islander from Comonweal th of the
Northern Mariana Islands in SaiPan. | fornerly was the Secretary
of Public Health for the Cormonwealth and I am now a Speci al
Advi sor for the Departnment of Public Health in the Commonweal t h.

| consider nyself representing a |large Pacific |slander
popul ati on a nunber of 500, 000 people, including Guam Anerican
Sanoba, Federated States of Mcronesia, and Republic of Marshal
| sl ands.

ANTONI A VI LLARRUEL: Good norning. My nane is Antonia
Villarruel. |I=man Associate Professor at the University of
M chi gan School of Nursing. |I:ve worked at various capacities
with Latino communities in Philadel phia, Detroit, and nationw de.

|:-m Vice President of the National Coalition of Ethnic Mnority
Nur si ng Associ ations and ny work focuses primarily on devel opi ng
H V prevention strategies for Latino youth and al so African
Ameri can.

NATHAN STI NSON: |:=m Nat han Stinson. |:=mthe Deputy
Assi stant Secretary for Mnority Health and the Director of the
Ofice of Mnority Health in the Departnent of Health and Human
Servi ces.

CHAlI RPERSON STOKES: |:=m Loui s Stokes, Chairperson of
the Advisory Commttee and I-mnow retired after serving 15 terns
in the United States Congress at which tinme | was either author
of or involved in the major legislation that currently affects
mnorities and mnority health.

Wth that we will begin our comment period. Again, |
want to request that anyone who desires to nmake a public comment,
pl ease sign up at the desk right outside of the door to this
hearing room \We:d appreciate that. For those who approach the
mc to cooment we:d appreciate it if you would first give us your
name and your affiliation and then if you woul d make your
cooment. In the Federal Register, we advertised that all persons
maki ng conments woul d be given 3 mnutes, and so, wexre not going
totry tolimt you, but we will ask you to respect the fact that
others are requesting tinme to appear this norning to testify.

So, we:dl ask you if you will please keep that in mnd. Wth
that, let me call upon our first person--Val da Boyd- Ford.

Good Mor ni ng.
VALDA BOYD- FORD: Good norning. My nanme is Val da Boyd-
Ford and there is nothing quite like being first [laughter]. |I=m

fromthe University of Nebraska Medical Center and I:mthe
founder of the Center for Human Diversity in Omaha, Nebraska.
|:-m here to discuss strategies to increase the nunber of health
care providers of color and to address the continuing and really
di sturbing problemof |imted | anguage access for patients of
color. And, ld like to just address it in tw ways. Wre
starting to develop a programcalled the ELITE Program which is



basically Entry into Language and Interpretation and Trai ning and
Education. And while it sounds at first |ike a programfor
interpreters, it is two pronged.

One it is to address the fact that in Omha, Nebraska,
we have in the past 10 years had a 272 percent increase in the
Hi spani c and Latino popul ati on, we have the | argest popul ati on of
Sudanese immgrants in the country, and our population is very
di verse. | know yousre quite surprised by that, because,
everyone is not supposed to |ook like ne who lives in Oraha,
Nebraska. However, because of that, we:ve been caught by
surprise, and we are very nuch unable to truly do a good job for
fol ks. W know that people who do not speak English nmany tinmes
won:t even try to access the system And if they do, theyre very
frustrated because they do not receive, we know that they do not
receive, the same |level of care. So we have many trickl e-down
ef fects, whether were tal king about soci oeconom cs or bil anguage
access. The point is many tines there are strategies to increase
t he nunber of people going into health care professions. | ama
regi stered nurse by education and training and have a nmasters in
public health policy and analysis. So, l:ve been studying this
probl em basically for years and have lived in many countries and
have seen where it works when |, as a registered nurse, don:t
know t he | anguage, the accommobdati ons that are made to
accommodate ne speaking to the patients who are there. But we
have not managed that here sonehow, in this great country of
ours.

So, ny proposal basically is to | ook at other
strategies that are |l ess daunting, specifically to those people

who may be disenfranchised. |If | want to go to be a registered
nurse and I-=ma poor woman with say a child, I-msingle with no
support, you offer ne a 4-year scholarship. | mght not nmake it

because | do not have support systens in place and the
universities that are welcomng ne in because it is the right
thing to do, do not have the systens in place to understand,
excuse ne, ny needs or ny situation. So, were |ooking at severa
things at the University of Nebraska Medical Center. One is
devel oping a foundation to wel cone people. Not just diversity
training, but |ooking a policies, procedures, and the whol e
gamut. Secondly, to develop a programthat | ooks at getting
peopl e who have | anguage skills, who are bilingual and
mul tilingual, and encouraging themto go into the health
professions at entry level. Sonething that they can see that is
an acconplishnment, easily and readily, |ike nursing assistants,
home health aides, and ned techs so theyre trained on the job or
there is through our conmmunity college a 30-day to 90-day
program People can see the end in 90 days. Also to encourage
that there be stipends given and ot her support systens like child
care support and transportation. After that, those who qualify
wi Il then be given training as nedical |anguage interpreters.
Anot her disturbing trend is the confluence of 1-week



medi cal | anguage interpreter prograns that are popping up that
peopl e find acceptable that I would never want anyone
interpreting to ne about ny coronary artery bypass graft who has
had 1 week of throwit on the wall, catch it if you can, nedica
interpretation training. None of us would accept that, but we
expect new inmmgrants to accept that. So, we want to first of
all train people to be nursing assistants or whatever entry-Ievel
heal th profession and expose themto the careers. Because nmany

peopl e don:t know what a nuclear imaging technologist is. It:s
not something that they know about. And | speak to this from
experience, because | started off as a nursing assistant. | was

of fered a schol arship at Duke University, but could not go
because | could not afford the extras. So | went to a 2-year
program 10 years |later got ny bachelor:s, 5 years |ater got
anot her bachelor:s, and 5 years l|later etcetera, etcetera.

Sonetinmes people criticize this idea to say why put
fol ks who are down in |owincone positions, but it=s just to get
themin. Usually hospitals and other health care organizations
are quite willing to finance your continuation or to give you
tinme to go to school and all those other supports. Just to get
you in, the pay is usually 8 to 14 dollars an hour so there is no
shanme to work that ganme. A |ot of people who have bachel or:s
degrees arent there yet. So, once that is finished to have an
interpreter training programthat would allow for a full nonth of
classroomtraining after you understand sone of the workings of
the health care system Then, the benefit to the enpl oyee, is
they have a mul ti purpose person and al so to nake sure they don:t
get beat up with dual jobs, so that you are expected to interpret
full time and do your job as a nursing assistant full tine. To
do the continuation we are asking hospitals and other health care
organi zations to pay for the person when they are finished to put
that back in the pool to continue the stipend fund so that
everyone can continue to go. Thank you.

CHAI RPERSON STCKES: Thank you very nuch Ms. Boyd- Ford.

| -ve just been advised that we have an extrenely |arge nunber of

i ndi vi dual s who have now signed in and want the opportunity to
testify. As | said earlier, we want to try and acconmodat e
everyone. | think, out of respect for all of those who want and
deserve tine, we are going to have to observe atine limt.
Since we did advertise that you:d have 3 mnutes, I=mgoing to ask
everyone to confine their comments to 3 mnutes, so that we can
get to everyone that does want to testify. Now 3 m nutes may or
may not seemlike a long time to you. | served in the United
States Congress where no matter how i nportant the |egislation
was, there were occasions where we had 1 mnute. No matter how
eart h-shaking | thought ny speech was, | had 1 mnute to get it
out, and after that the Speaker cut ne off. So | would like for
us to operate in a way where | donst have to cut any one off.
And if you will cooperate with ne--

W are going to wait a nonent, so we can get nore



chairs in and accommbdate nore people. W had no idea that we
woul d be this popular this norning. Wre delighted to see the
nunber of people who want to get in to the hearing. W:re now
exploring the possibility of being able to nove to a roomt hat
can give us greater accommodation. So, we:dl let you know as
soon as we find out. Meanwhile, | hope that you, everyone, wll
kind of go along wwth fact that we had no idea that we:d have
this type of turn out this norning. One of the persons who wl|
testify asked if I would at the 2-mnute tine, give them sone
indication that they have 1 nore mnute. So, | wll do sone kind
of banging here to |l et you know you have 1 nore m nute and that
will helpif you wll wap up. So, if we can, at this point
let=s try and resune. Qur next witness is India O nelas.

| NDI A ORNELAS: Good norning and thank you for your
interest in border health. I:mlIndia Onelas a border health
prevention specialist fromthe Centers for D sease Control and
Prevention, currently working at the California Ofice of
Bi nati onal Border Health, one of the four border health offices
in each U S. State along the U S./Mexico border. As part of the
California Departnment of Health Services, our mssionis to
protect and inprove the health, well-being, and quality of life
of Californias border and binational communities. W:re
facilitating cooperation with Mexican health professionals and
officials. W have conpleted our first two annual border health
status reports. | will present the highlights and
recommendations of the reports to you today. | have al so
subm tted copies for your review.

Drawi ng upon the national health objectives outlined in
Heal t hy Peopl e 2010, the U S./Mexico Border Health Conmm ssion,
the National Center for Health Statistics, and Mexican health
officials identified 25 of the nost inportant objectives for the
di stinct needs and concerns of the border. N neteen of these
objectives are simlar to Mexico=s national health objectives and
toget her these are known as the Heal thy Border 2010 Cbjectives.
Qur office conducted a review of how Californiass border
communities conpare for these 25 indicators. W found that |ack
of access to health care, high rates of tubercul osis and H V/ Al DS
are our greatest chall enges, but especially in Latino
communities. And in our nore rural border communities, asthma
and notor vehicle death rates are at least two tines the rates
found in the rest of the State.

We al so reviewed |l egislation and policies related to
col l aborating with Mexico for public health and surveyed health
professionals in the border region about their challenges to
bi nati onal coll aboration. Fromthis review and the feedback from
our col |l eagues, we devel oped recommendati ons for inproving the
health of Californias conmunities. W believe many of these
recomendati ons are applicable to other border States as well.
Nunmber 1: Establish bi-State (in this case between California and
Baja, California) strategic plans and offices with dedicated



staff for inproving the health of the region.
Nunber 2: ldentify efficient nechanisns for the exchange of
resources between the U S. and Mexican agencies i ncl udi ng
equi pnent, specinens, training, and information technol ogy.
Number 3: Establish detailed protocols at the Federal and State
| evel s for exchanging data with Mexican counterparts that can be
used for disease control, planning, and inplenenting public
health interventions in border comunities.
Nunber 4: Increase the nunber of culturally and linguistically
conpetent health professionals on the border. This includes
hiring bilingual/bicultural staff, funds, and support for
| anguage training, as well as training on the Mexican health
system and busi ness protocols.

In a recent joint statenment, the Presidents of U S. and
Mexi co stated AThe events of Septenmber 11'" underscore nore than
ever the inportance of the U S./Mexico relationship as partners
and neighbors. It is a high national priority of both countries
to continue building on that cooperation.@ Qur hope is that this
spirit of collaboration both within the U S. and with Mexico w |
lead to inproved health in our shared conmunities. Thank you.

CHAI RPERSON STOKES: Thank you Ms. Ornelas. Qur next
witness is Ms. Molly Kealy.

MOLLY KEALY: Good norning. | donst do this very well.

| ama | abor and delivery nurse in Anne Arundel Medical Center

in Annapolis, Maryland and I:m pleased to give ny comments this
nor ni ng on behal f of ny nursing association--the Association of
Wnen:s Heal th, Cbstetrics, and Neonatal Nurses. Were an
organi zation that:=s conprised of 22,000 health care professionals
and we pronote the well-being of wonen and newborns. And |:m
going to read fromny notes. Ws:d like to touch briefly on two
areas this norning, and that is maternal nortality and cul tural
conpetent care.

The United States ranks 20'" out of 49 devel oped

countries in the annual nunber of maternal deaths. In the United
St ates about 1,000 wonen will die each year from pregnancy-
related ill nesses or conditions. Two or three |lives are | ost

each day due to pregnancy-related nortality. One of the alarm ng
aspects of the maternal nortality rate in this country is the

hi ghly di sproportionate rate at which mnorities are affected.

We know t hat pregnancy-related nortality ratios continue to be
three to four tinmes higher for black wonen than for white wonen,
and bl ack wonen have a higher risk than white wonen of dying from
every pregnancy-rel ated cause of death including henorrhage,
pregnancy-i nduced hypertension, and enbolism O her popul ations
suffer disproportionately for various disorders. For exanple,

t he | eadi ng cause of pregnancy-rel ated death for H spani c wonen

i S pregnancy-induced hypertension. Native Anericans are at
greater risk for al cohol abuse during their pregnancy. Part of
the disparity problemis unequal access to prenatal care and
health care coverage. According to a recent Centers for D sease



article, infant nortality rates were higher for nothers who began
prenatal care late or not at all. Prenatal care and
preconception counseling can be i nmensely hel pful as they all ow
for early identification of risk, advice on consumng folic acid
to prevent birth defects, initiation of appropriate and effective
heal th pronotion interventions, education stressing the

advant ages of pl anned pregnancy, and the inportance of the
earliest weeks of pregnancy. Mnorities are less likely to have
tinmely, quality prenatal care. And, late or no prenatal care is
associated wwth [ower birth weights and a higher rate of preterm
births. M nursing organi zation recogni zes the inportance of
addressing disparities in the delivery of health care and
encourages the use of targeted related research and comunity-
based strategies to inprove maternal and infant nortality and
norbidity in diverse populations. W would also like to
enphasi ze the inportance of providing grants to health care
providers working in the field as well as to facilities that are
educating future health care professionals to support education
offerings that will pronote culturally proficient services to
pregnant wonen in diverse comunities.

Anot her piece of the health disparities puzzle is
providing culturally appropriate care that not only provides
access to the health care system and basic standard nedi cal and
nursing care, but for exanple, in our specialty, maxim zes the
birth experience according to cultural expectations and norns for
optimal care in the perinatal period. Health care providers
shoul d take into account different world views that surround the
chil dbirth experience including the know edge of cultural issues,
barriers, and perspectives that influence care during
preconception, |abor and delivery, and postpartum phases.
Providing culturally conpetent care commands that health care
pr of essi onal s denonstrate an awareness and acceptance of, as well
as respect for, cultural, religious nornms, patterns, beliefs, and
differences. Wiile support of a nursing delivery nodel that
integrates culturally conpetent care is critical to quality
health care in all specialties and practice setting, this is
especially inportant in efforts to inprove birth outcones.

[ One-m nute warning] Thank you. I:1 be the first for
that, huh? Birth is a richly cultural experience that is best
supported by a nurse workforce that represents the ethnic
diversity of the popul ati on served and has a conprehensive
under st andi ng of the inpact of cultural conponents on the outcone
and satisfaction of the birth experience. Achieving cultural
conpet ence should be an integrated part of training for al
health care professionals. W cannot afford to wait for the next
generation of health care providers to create a health care plan
that will be confortable for all Americans. There=s evidence to
show that mnority health care professionals are nore likely to
provide care to their own racial and ethnic popul ation, yet there
remains a dearth of providers that reflect the changing



denogr aphics of the U S. population. Racial/ethnic mnorities
conpri se about 12.3 percent of the current registered nurses
conparted to about 28 percent in the U S. population. It is
i nperative that we | ook at incorporating cultural conpetence in
health professions curricula as we actively seek new ways to open
the doors of the profession to racial and ethnic mnorities. W
encourage the Advisory Board to continue efforts to diversify the
health care workforce in the U S. and wel cone the opportunity to
work toward diversification, especially related to increased
mnority representation in special areas of nursing such as | abor
and delivery. Thank you.

CHAlI RPERSON STOKES: Thank you. W are going to be able
to open up this roomhere, adjacent to us, providing this
addi tional roomto accommodate those who want to be with us this

nmorning. We will now proceed to our next witness. Vernellia
Randal | ?  University of Dayton

VERNELLI A RANDALL: My nane is Vernellia Randall. I=ma
Prof essor of Law at the University of Dayton. | teach race and
racismin the law and health care law. I:malso a nurse and
practiced in Al aska and Seattle for 15 years. | cone to this,

say that, because | want to give sone context. Ten years ago,
wote and article Racist Health Care, a Law Review Article.
Not hi ng has changed. The discrimnation in health care is
ranpant. \While we focus on the disparities at the conmunity
| evel, and that:s inportant, we have to elimnate discrimnation.
That Title VI is inadequate is well docunented. My
point is that it cannot be nade adequate. Health care is a
uni que situation. |Individuals do not know when they have been
di scri m nated agai nst, cannot know when they have been
di scrim nated agai nst and so cannot bring suits of
discrimnation. W need, |like housing, |ike finance, |ike
education, we need a specific health care anti-discrimnation
law. That |aw would allow testers to bring suits. That |aw
woul d require Medicaid, Medicare, and any institution that
accepts financial assistance to collect data on not only
providers, but treatnments and facilities, and would allowit to
be collected in a way in which researchers and others could
easily denonstrate disparity inpact discrimnation. That |aw
woul d all ow for disparity inmpact discrimnation based on
statistics. The fact that we do not want to acknow edge the bias
and stereotypes that are the bases for discrimnation in terns of
the lawis a real problemand we have to correct that in a
specific law. W would also allow for huge fines, because |
believe that individual law suits wll not be enough so that a
Federal agency or State agency should be responsible for
determ ni ng whether or not institutions and providers are
di scrimnating, and then |aying huge fines on themfor disparity
i npact discrimnation. W, thank you, | talk so loud, | didn=t
even hear that. OK | think I-=ve said all of the main points
that | wanted to say. | wll be witing up a short piece to give



to you. | just want us not to | ose sight of the discrimnation
that occurs in health care and the fact that Title VI cannot be
fixed. And so, if were looking at Title VI as a way to
elimnate discrimnation, we are going to be in trouble in

anot her 10 years. Thank you. [ Appl ause]

CHAI RPERSON STOKES: Thank you very much Ms. Randal | .
The next person is Luis Cuevera.

LU S GUEVERA: Good norning. M nane is Luis Cuevera.
| work at White Menorial Medical Center in East Los Angeles, in
the Fam |y Practice Residency Program |I=ma clinical
psychol ogi st there and | serve as the manager of cross-cultural
training and | just want to thank the Advisory Commttee for
giving us this opportunity. To let you know, at Wite Menori al
we work with nostly Latino residents there. Over 90 percent are
Latino. Many of themare recent immgrants. So everything that
cones along with that, cones to our patient popul ation, many of
t he di seases (di abetes, hypertension, cardiovascul ar di sease) and
al so as well everything that comes along with being in a poverty-
stricken community. So, with that, what we try to do at Wite
Menorial, I:d |like to share sone of our successes in the hopes
t hat maybe others can help, can also exenplify possibilities to
provi de exanpl es of how ot her, excuse ne, I:=mnot used to doi ng
this either, of how other nedical education prograns can follow
sonme of this.

We believe in providing conmunity-oriented primary care
as a curriculum so that we can train physicians to work with
people. In our Famly Health Center we have nostly 90 percent
Medi cai d reci pients, uninsured, and not only di sadvantaged, and
we hel p prepare physicians to work with this, as well as, whether
they are Latino or not, whether our physicians are Latino or not,
we prepare themto work with this population. And, |ong before
they get to our programwe work with themin the sense of, we
work with pipeline prograns, the California Mnority Medi cal
Educational and Training Programis a perfect exanple of that.
That works with K through 12 schools who have, with students who
have an interest in health careers. Long before they get to us
we al so have a significant recruitnment process, and just to show
nmost, 70 percent of our graduates conme from under-represented
comuni ties.

So, in our work we just wanted to, sone key
recomendations that we wanted to stress today is to provide
coordination for existing Federal, State, local, and also private
sector (to note our hospital is a private sector and | think
sonetinmes public advocates forget about public sector providers
in this work). W need to coordinate these efforts for under-
represented mnority applicant pools. W need to devel op an
out cone study for under-represented mnority coll ege students who
profess an interest in health careers, but then never finish. W
need to find out why that=s happening. W need to provide
academ c enrichnment prograns, applicant and reapplicant advising,



and accurate career counseling for UVR students. W need to
engage UVR physicians in nedical school adm ssions. Just a
couple nore. W need to strengthen M MA-type progranms. And we
al so need to expand mnority-oriented nedi cal school size such as
historically black colleges and universities, mnority serving
institutions such as Julius ELE, and we al so need to expand State
and Federal progranms such as the California Shortage Area Mdi cal
Mat ching Program as well as the California Loan Repaynent

Program Those are sone of the specific exanples. Thank you.

[ Appl ause]

CHAI RPERSON STOKES: Thank you M. CGuevera. Also, |
m ght say, in viewof the tinme [imtation here, we would be nore
t han pleased to have anyone who is testifying here today feel
free to submt to the Commttee your witten testinony and any
docunents that you:d like for us to take into consideration

AUDI ENCE MEMBER: We:d definitely like to know, wll we
ever know what your thoughts or your comrents are to all of ours.

I n other words, what happens?

CHAI RPERSON STOKES: Well, what the Committee would |ike
to do is to take advantage of the testinony you are giving us
today. As | said earlier each of these individuals are very nuch
aware of the areas in which you are testifying and if you have
anything youd like to submt in witing to us, we:| certainly
take it into account. And then in our deliberations, we wll
certainly take note of what has been testified to here today and
take it into consideration.

AUDI ENCE MEMBER: And this will be denonstrated in what

fornm? WII it be published in a newsletter or in the Federal
Regi ster?

CHAI RPERSON STCKES: No | think our eventual, the
eventual work of the Commttee will be in a form of

recommendati ons nmade to the Secretary of Health and Human
Services and everything that we had the advantage of (you are not
the only ones who have testified before us, in all of our
meeti ngs we have people testifying before us and then) we take
that into consideration in terns of our deliberations working
towards our final docunent in which we make recomrendations to
the Secretary of Health and Human Services. So your input here
today will be part of that process. Thank you. M. M chael
Bird?

M CHAEL BI RD: Good norning, M. Chairman and Committee
menbers. Thank you very nuch for this opportunity and your
dedi cati on and comm tnent, which you:ve denonstrated this norning
by holding this hearing. | amfrom Santo Dom ngo in San Juan
Pabl o in New Mexico. I:=:m Anerican Indian. M people have been
in New Mexi co anywhere from 10 to 40,000 years so wel cone to ny
country. [Laughter and appl ause]

| amthe | medi ate Past President of the Anmerican
Public Health Association, the |argest and ol dest association of
public health workers in the world. It took 127-sone years for



an Anerican Indian to becone president of that association

[ appl ause]. Thank you. So | amblessed with a real opportunity

to speak out on behalf of native people and all people. Because,
the fact of the matter is, in this country, | think nore and nore
peopl e are beginning to understand what it=s |like to be an

I ndi an, and we need all the allies and friends that we possible

can nuster. So, welcone to the tribe. | need not go into the
data, the statistics that reflect our condition, our shared
disparities. But, I-mactually here to just nention sonething

specific to American Indians at this particular point.

In 1970, President N xon delivered the foll ow ng
statenment to Congress: AThe first Anericans, the Indians, are the
nost deprived, nost isolated mnority group in our nation on
virtually every scal e of neasurenent (enploynent, incone,
education, health) the condition of the Indian ranks at the
bottom This condition is the heritage of centuries of
injustice. Fromthe tinme of first contact with European
settlers, Anerican |Indians have been brutalized, deprived of
their ancestral |ands, and denied the opportunity to control
their own destiny.(

Disparities are a reality for too many Anericans in
this country today. One exanple of an effort that | have been
involved with has been with SHHRE Sunmt Health Institute for
Research and Education, 2 or 3 years ago it was. And, a nunber
of us, 75 organizations were involved in multi-cultural/mlti-
ethnic coalition building. And, we felt that it was inportant
for us to conme together as people of color, as people
representing nulticultural heritage and ancestry to begin to
formul ate our own approach to dealing with disparities in this
nation. W felt that we have the skill, the ability, and the
knowl edge to in fact begin to address those issues in this
Nation. W also felt that we could cone together based on a
spiritual understanding of the reality and that drawi ng on the
strengths of a shared spirituality reality, which has sustained
us for hundreds of years. And, | am happy to say we:l |l be
presenting on Thursday norning, any of you who m ght be
interested in | earning sonething about that effort. | also would
say in closing, | want to share with you sone anci ent know edge
and wi sdom com ng from Chief Seattle, and heress what he had to
say, and | think it=s relevant. It was rel evant hundreds of
years ago and even nore relevant today. He said: AWII| you teach
your children what we have taught our children that the earth is
our nother? What befalls the earth befalls all sons of the
earth. This we know. The earth does not belong to man, man
bel ongs to the earth. Al things are connected |Iike the bl ood
that unites us all. Man does not weave the web of life, he:s
merely a strand in it. Watever he does to the web, he does to
hi msel f. Thank you very nuch [appl ause].

CHAI RPERSON STOKES: Thank you very much M. Bird.
Franklin Zaval a- Vel ez? [Coments not audible] Professor Silva



Juri ch.

SILVA JURI CH: Thank you. My nane is Silva Jurich
and I-=mthe founder of a community clinic in San D ego called La
Maestra Famly Cinic. | would like to make three points: The
first one is that | would |ove to see published in the Federal
Regi ster whenever agenci es announce grants for the education of
nurses and physicians for there to be a set-aside for community-
based organi zations to provide training for certified positions
such as nedical assistant. | believe this would really increase
the pool at the bottom of the career |adder for, and then pronote
i ncreased access and elimnate health disparities. The second
point I would like to make is that | would like to draw the
attention of the Commttee and everyone el se here to the fact
that job training nonies, Federal job training nonies, under the
JTPA (the Job Training Partnership Act) are funnel ed through
certain regional organizations. And these organizations used to
be call ed AThe PICS) (the Private Industry Council) now they are
cal | ed AThe Workforce Partnership.@ The Wrkforce Partnership
tends to have a pattern of funding the sane people over and over
agai n and because of, partially because of that, their entry
| evel requirements are too high for our immgrants and refugees
to enter people with [imted English proficiency. |n other
words, to be a CNA, you have to have a 10'" grade reading |evel
and you have to have an Anerican high school certificate, which
is hard for ny Somali nurse to get. Therefore, if theres any
ki nd of collaboration that can be made wth the JTPA to influence
t hat these new popul ati ons be included and that the entry-Ievel
requi renents be changed, | believe that we would have a chance to
educate nore of our people. Thank you. [Appl ause]

CHAlI RPERSON STOKES: Thank you very nuch Prof essor
Jurich. Dr. M Chris G bbons. Good norning.

M CHRIS G BBONS: Good norning. M nane is Dr.
G bbons, and | amcurrently the Associate Director of the Johns
Hopki ns Urban Health Institute in Baltinore, Maryland. It is our
position that all recomendations of this Commttee, with the
establishing of an Ofice of Uban Health, would significantly
conpl ement efforts to inprove mnority health in the United
States. As you know mnority popul ati ons are di sproportionately
represented in urban central cities. According to the American
Col | ege of Physicians, one of the Nationss ol dest and | argest
physi ci an organi zation in this country, a position paper which
they wote in 1996 Athe U S. health care systemis not
functional -- [tape ends] it cannot be fixed and entirely new
nodel s of care are needed wthin the central cities.@ The ACP
has taken this position because 20 percent of the U S. popul ation
l[ives in or near our 100 largest cities in the US. And, this is
al so where the majority of the Nation=s |argest, best, and ol dest
teachi ng hospitals and nedi cal establishnments are |ocated. And,
if these nedical establishnments are threatened, nore than one out
of five citizens in this country are threatened.



So, this is not just an urban or mnority problem this is a
U S. health care system problem \While urban problens |ike
poverty, access, and aggregate utilization patterns are simlar
to rural areas and other areas in this country, the
concentrations of these problens require focused, coordinated,
systematic, and ongoi ng | eadership support and commtnent. W
believe that an O fice of Uban Health could I end this support,
| eadership, and commtnent to your efforts and inprove the health
of all racial and ethnic mnority citizens of these United
States. Thank you [ appl ause].

CHAI RPERSON STCKES: Thank you very nuch Dr. G bbons.

We appreciate your testinony. Suki Terada Ports.

SUKI TERADA PORTS: Good norning. Thank you for this
opportunity for providing this testinony. 1I:d |like to first just
give alittle context for ny city, which is New York Cty. About
2 years ago, three white elderly Jew sh wonen died of a di sease.

Instantly (and for New York City that=s pretty amazing) within 6
mont hs, there were posters and brochures in over 40 | anguages and
the city was sprayed nunerous tines with helicopters going across
the entire city much to the dismay of people with strollers and
wal ki ng dogs and so forth. And the green grocers were never told
to bring their vegetables in. However, these three wonen
instituted this massive reaction and it was the West Nile Virus,
whi ch so panicked the city. So the nosquito was chased in this

very rapid succession. It will now be al nost a year ago that
over 3,000 people were killed at the Twin Towers. Those
survivors wll have mllions of dollars of help for the famlies.

They will have health care. They will have job assistance. The
children will have coll ege schol arshi ps and nost inportantly,
they will have nental health care for the results of the | oss of
a nmenber of the famly.

Now, since 1981, 120, 783 people of whom 73,945 are dead
fromH YV and AIDS. Eighty-seven percent are wonen of color, 69
percent nmen of color, 73 percent total people of color for a
total of 89,503 conpared to the 3 and the 3,000. Those survivors
wi || have no guarantee or no plan for the orphans. They wll
have no noney. They will have no health care, except for what
they have. 1n 1987, 52 percent were nen of color and 84 percent
were wonren of color. W have not had a change. This is not a
new di sease. This is not sonmething new facing New York City.

In the year 2000, as a result of the partnership, from June
to Decenber of 2000 the results show that 88 percent of the new
cases of H'V were people of color and 81 percent of the new Al DS
cases were people of color, for a total of over 5,000 people.

And, | urge you, this is not sonething (which sone people have
gone over to Barcelona and the United States Departnment of Health
has nmentioned) black and Hispanic. It is not just black and

Hi spanic. It includes Asian and Anerican Indian and Pacific

I slander. And it includes a | ot of poor people. And there is an
urgency. It is killing our communities. And, | ask you to treat



this as an urgency. It is seriously decimating our conmunities
and it is really a basis of major racismand system c change that
we need. [ Appl ause]

CHAI RPERSON STCKES: Thank you very nmuch Ms. Terada
Ports. The next witness J.R Fernandez-Pefa. Do | pronounce--

JOSE RAMON FERNANDEZ- PENA: That:s alright. Good
norning nmy name i s José Ranon Fernandez-Pefia and | am from
California. | work with [inaudible] University at Cty College,
San Francisco. | amDirector of an initiative called the Wl cone
Back Program The m ssion of the Wl conme Back Programis to
build a bridge between the pool of immgrant health professionals
residing in California right now and the need for culturally and
linguistically conpetent health services in underserved,
immgrant communities in California. Qur goal is to contribute
to the diversification of the health workforce for it to better
reflect the population of the State. W started our services in
February 2002 and we have | ocated thus far over 1200 participants
fromover 76 countries in our 3 locations in San Francisco, Los
Angel es, and San Diego. The people we have identified are
primarily fromLatin America, nostly Mexico, N caragua, E
Sal vador, Peru, but also fromthe Philippines, from China, from
Russia, and from many other countries. W have physicians,
dentists, nurses, social workers, psychol ogi sts, physi cal
t herapi sts, radiation therapists, you nane it. Qur services are
delivered through an educational case manager who neets with the
participants to understand their needs and situation and to
prepare an educational plan including realistic goals that wll
bring people back into a health workforce along two possible
tracts, |eadership or direct services. W understand that it is
not often possible to reenter the health workforce at the sane
| evel the person had in the country of origin. So, we offer
additional training for themto be able to reenter the health
wor kf orce in sone capacity, but bringing wwth themtheir skills,
their culture, their |anguage, and their know edge of the
comuni ties.

The point | want to make is that in these difficult
political tinmes, it is inmportant to renenber that inmgrants can
and do make inportant contributions to society. It is inportant
that we dont |ose track of this fact and that we continue to
| eave doors open for these contributions to be made. Thank you.

[ Appl ause]

CHAI RPERSON STOKES: Thank you very much. M. Jerone
Hanl ey?

JEROVE HANLEY: Good norning. M nane is Dr. Jerone
Hanl ey, Professor at the University of South Carolina Medical
School, Departnent of Neuropsychiatry and Behavi oral Sciences and
one of the directors of the South Carolina Center for |Innovation
in Public Mental Health. | appreciate the opportunity to be
before you this norning. Now | have sonme (I hope) very brief
comments to nake.



Every day the fate of African people in this country
are affected by four factors. Those factors are econom cs,
politics, history, and race. Racismis going nowhere, and we
have mnimal ability to inpact the other three. Until were able
to do so, the issue of health disparities is going absolutely
nowhere. W gather data, but we rarely use it. And data does
not drive policy. Data does not drive policy. It also
of tenti mes does not drive practice. | cone froma behaviora
heal t hcare background. And wth that we still do not see the use
of et hnopharnmacol ogy being used. | encounter residents that
haven:t even heard of the concept of ethnopharnacol ogy. So
guess they wll not, until they get sued. And, once they get
sued, then they will becone enlightened very quickly.

| happened to be in South Africa during an
i nternational conference on AIDS. Not one tine was the issue of

culture raised in that conference. |In the absence of know edge
of culture, there will be no prevention. |In the absence of
knowl edge of culture there will be no prevention. [Applause] In
the initial training, | worked a great deal wth the African

residents and | devel oped a semnar entitled AHealing the H dden
Wbunds, @ and only African residents are permtted in that
particul ar sem nar. Because the educational process can be so
damagi ng that by the tine they conplete their work, they are of
very little value to the comunity from which they cane.
[ Appl ause] Many, in fact, donit even renenber the comrunity that
they canme from because there was such an effort on the part of
their non-African faculty to make themfit into their |ikeness,
that they canst even go back and understand the very issues from
whi ch they came from which defeats the purpose of having African
faculty nenbers. | want to end with an African proverb. It is a
Tsutu proverb from South Africa and it states very sinply: ADo
not die like a snake with your nouth open saying nothing. Do not
die like a snake with your nouth saying nothing.@ It is tinme for
us to stop being confortable and be about the business the
creator put us here to do. [Appl ause]

CHAI RPERSON STOKES: Thank you Dr. Hanley. Next w tness
G egory Seany-Ari ano.

GREGORY SEANY- ARIANO. | work in AIDS services in Asian

communities in Philadel phia. I=:malso a student at Tenple
Universityss Multicultural Institute. | didnt really have

anyt hing prepared to say except for |ooking through the

wor kshops, | was just surprised that there was no nention of LGBT
issues. And, | feel that, well | know that in nulticulturalism

LGBT i ssues are now considered part of the rainbow, and | just
feel that if youre gonna have a conference like this, you need
to be addressing the LGBT issues. |f youre going to expect your
departnent to really address the devastating, the issues that are
devastating conmunities of color, wthout openly including sexual
mnorities in your dialogue, youre not gonna be reaching a | ot
of people. And, | guess, you know, when you put your curriculum



together, if you could just include transgender issues, other
things like that. And then, | guess to sumup, | like the |ast
guote: Aln the absence of the know edge of culture, there wll be
no prevention. @ [ Appl ause]

CHAI RPERSON STOKES: Thank you. Ms. Seany-Ariano. Next
is Martin Ornel as- Quintero. Good norning.

MARTI N ORNELAS- QUI NTERO Buenos dias nmy nane is Martin
Ornelas-Quintero and I=mthe Executive Director of
LLEGO, which is the National Latino and Latina Lesbian, Gy,
Bi sexual , and Transgender Organi zation. So | think that the
creator had a order that | was to cone here, because | am gonna
speak about honophobi a specifically. The inpact of honophobia on

our communities, |11 speak fromthe Latino perspective, and with
the know edge that it can also apply to other ethnic/racial
groups. It=s so insidious that we donst even see it anynore.

It-s so insidious that it conmes out in every daily interaction.
It-s so insidious that at tinmes when we have gatherings |ike
this, that many of us, | |ook around the room we:ve been in
simlar roons before, where we together advocate for
ethnic/racial comunities: inclusion. And, now | ask you, as
menbers of the Advisory Commttee to al so demand i ncl usi on of

| esbi an, gay, bisexual, and transgender ethnic/racial
comunities.

| can only tell you stories of howdifficult it is for
many in our comrunities, conpounded by the sanme factors that al
of us are already conpounded. As an immgrant, | face the sane
chal | enges that many other immgrants do, whether its ny health
status, ny inmgration status, mnmy age, the undereducation, the
| ack of access to conpetent services. |Inmagine going to a
physi ci an and being a Latina | esbian where they continue asking
about your sexual history. \Where they continue asking questions
as if your partner is a man. It requires for you to be in such a
confort zone, a confortable place, to say Athat:s not ne.i W
know for marginalized communities, whether were inmmgrants, we
know that oftentines that conprom ses the type of service we get,
that conprom ses our ability to stand up for ourselves. And,
that is why us as advocates who have voice, are able to cone into
positions like this and say Awe demand this type of quality,
conpetent services.(

So, inclosing, | inplore you, while | have a mnute so
| donst have to close now [l aughter]. But | do ask you in your
recommendation, it is not a coincidence that there are no
di scussi ons about |esbian, gay, bisexual, and transgender issues
inthis conference. It didnst just happen, it was purposefully
taken out of the program That:=s a piece of information that you
need to know. We were part of a coalition that we sit on the
Executive Comnmttee of the National Coalition for Lesbian, Gy,
Bi sexual , and Transgender Health. Right, and in that forum
which is largely a white context of us as communities of col or
fight to have our right place at the table. | inplore you, do



not make us fight for our place at the table. Open the doors and
wel come us in. Because we:l|l be demanded, we need it, and were
willing to work with you and go the long haul in that struggle.
W will be submtting formal comrents, and again | thank you for
the opportunity. [ Appl ause]

CHAI RPERSON STOKES: Thank you very much M. Quintero.
Erin Moran?

ERIN MORAN: Good norning. Thank you for having us
here. | appreciate this opportunity to address you. M nane is
Erin Moran and I:m an enpl oynment coordinator at La Maestra Famly
Cinicin San Diego. Qur clinic is located in the border region
and we serve a wide variety of mnorities and inmgrants in our
area. In particular, we serve over 40,000 new immgrants. 1In
particul ar, African refugees from Sudan, Somalia, and Ethi opi a.
And, what | cane here to ask you this norning, is to consider in
your definition of mnorities to include the term Anew
immgrant.@ This is sonething of concern and inportance to our
organi zation and to many in California and the border region
because it has long-terminplications on what prograns are funded
and what is considered under the termAmnority.0

We have a training program which is designed to train new
immgrants for work in the health care field. And, | did hear
comments earlier this norning regarding the need for these people
to be working in the health care field because of the need for
interpretation, the need for cultural understandi ng, and cross-
cultural issues that cone with health care. And, we are able to
address this only in so nuch as that there is understandi ng that
there is this population that needs to have speci al
consideration. And, what it does indicate is, when inmmgrants
first arrive in this country, they do not have the CGED. They do
not have the ability to graduate from high school. And, when
they then join into training prograns |like ours, theyre excluded
fromlong-termtraining prograns such as the LPN and nursing
association training prograns. And, in terns of health care, it
al so excludes them from being included in evaluations of their
heal t h needs assessnent, because they are |unped into the sane
category as mnorities, which is inappropriate because they cone
with different health needs and different health concerns. So,
just ny brief coment today is to consider including that in your
term [ Appl ause]

CHAI RPERSON STOKES: Thank you very much Ms. Moran. CQur
next person will be Marguerite Ro.

MARGUERITE RO H . M nane is Marguerite Ro. |:=m an
Assi stant Professor at Col unbia School of Dental Neurosurgery as
well as the School of Public Health. | have two quick categories
to address and | will be nore than happy to provide the Conmttee
wi th other supporting docunents. The first deals with the
recruitnment of a mnority workforce and the second is supporting
research conducted through academ ¢ and nonacadem c institutions
or agencies. The first is the one issue | wanted to bring up is



the oral health workforce because that is an area that we often
forget when we tal k about health. W generally think of health
as just physical, but we also need to renenber too, that the
mouth is part of the body. | ask that HHS | ook at supporting
denonstrations that encourage the recruitnment and training of
mnority oral health providers in research. There are severa
foundati ons who are currently supporting these efforts. These
efforts need to be also replicated through the Federal agencies
t hat support denonstrations in research

The second piece is |ooking at health policy research
that explores the responsibility of private and public
institutions to provide what we m ght consider a conmunity
benefit. Gven that these academ c institutions, whether private
or public, are supported by public tax dollars that there is a
responsibility then that that transfers. That the academ c
institutions need to provide, whether its through curriculum or
whet her it=s through workforce recruitnment, the services back
that reflect back to the community. The idea is very simlar to
the conversion of public hospitals. So that:s kinda where that
i dea goes to. And, very quickly, to talk about supporting
research through academ ¢ and nonacadem c institutions, first is
to support denonstrations that explore the use of conmunity-based
services. And, one of the things in particular is to | ook at how
fundi ng deci sions are made, whether it:s at the grant review
process or not. Especially |ooking at community-based research,
who=s on our review comrittees, is there an adequate
representation of the URMs on the review commttee, do the
revi ewers have adequate know edge of community-based
participatory research or an understandi ng of what it neans to
work with communities, and exam ning or creating different |evels
of funding or different funding criteria, so that itz not only
the academ c institutions that can receive these funds, but also
t he communi ty- based organi zati ons who are very interested in also
bei ng part of the research process, but may not be able to
adhere, currently, to the strict standards that we set in Federal
funding |l evels, particularly through, you know, general,
traditional funding nmechani sns, whether theysre ROls, P-50s or
etcetera, etcetera. So, thank you. [Appl ause]

CHAI RPERSON STOKES: The next witness will be M.

Franklin Zaval a-Velez. But following him 1:1 |et other people
[ine up at the mc. It wll be Suzette Benn and then Lisbeth
Mel endez.

FRANKLI N ZAVALA- VELEZ: Good norning. M nane is
Franklin Zaval a-Vel ez. I:m a nenber of [inaudi ble] Federal
Commttee for the Sunmt al so [inaudible] and Conm ssioner for
Disability of Mam Dade County. There is one thing that |
realize in ny life as an advocate for people with disabilities,
no access for quality health care, especially when we are talking
about prevention of diseases. Materials are not available in the
| anguage for the deaf. For the blind, there is no braille



material to understand about hepatitis C or H V/AIDS or any type
of diseases. | have had experiences in hospitals that theyre
required to have sign | anguage interpreters for persons who are
deaf and they don:st get there on tine and nedical treatnent is
awkward and the hospital will take 3,4, or 5 hours even if the
person had a heart attack. They canst get the question and
information about if they are allergic to any type of nedicines,
until they get a sign |anguage interpreter at the hospital.
However, | find agencies that provide health service do not
provi de sign | anguage interpreters for the communities who are
deaf and hard of hearing. There is a |ack of cooperation,
col | aborati on between CBO and the disabled community. They are
not being taken care of. They are not being invol ved under
statistics, planning. They are not in your data. They are not
in your needs assessnments. And let nme tell you sonething, there
are 56 mllion Anericans who are disabled. 1In ny county al one,
13 percent of the popul ation are disabled, 180,000 are hearing
i npai red, and 150,000 are the disabilities.

As Chairman of the Center for |ndependent Living,
have tested 175 deaf individuals for HV and AIDS and hepatitis
C. And to ny surprise and the clinicss, 38 percent are positive
with HYV, 19 percent hepatitis C, and they have no know edge or
understanding of what this is all about. W need cooperation.
We need to be working together and comrunities need to realize
that they have people of disabilities in their communities that
they have to serve. |If you dont work together, youre not going
to acconplish your goal at all. You are not going to succeed,
what so ever, to take care of people with disabilities. People
who are blind, people who have head injuries, people who have
spinal cord injury, you have to realize that if you continue
negl ecti ng and put away people with disabilities, you are not
going to do anything the right way. So, |=:m asking you to work
together with the Center for I|ndependent Living throughout the
States, which was established by Congress in 1975, and to also to
work in partnership with CBGs. And, I:=m asking CBO
organi zations, nmenbers of different and other States to pl ease
contact Center of Independent Living, the Deaf School, the Light
House. Work with them Together we will be able to acconplish
the goal of elimnating disparities. Thank you very nuch.

SUZETTE BEN. M. Chairman, Conmttee nenbers, good
nmorning and | thank you for the opportunity to be able to address
you. | conme before you as a former Special Assistant for Health
Affairs for Governor Wcher and al so the First Conm ssioner for
the Ofice for Health Care Access. Sonme of us do renenber at one
point in the md-nineties. W were tal ki ng about universal access
to health care. | would like to respectfully propose to you that
you get that back on the agenda with one added word, universal
access to state-of-the-art health care. [Appl ause]

The reason | add that is, thank you, the reason | add
state of the art is because we are famliar wth the data that



conmes fromthe heart association, our own State data that speaks
to the fact that God forbid, if I should show up at the hospita

that I:ma board nenber of, in cardiac arrest, | will be denied
the beta bl ocker or the aspirin, which costs a penny, because of
what | look like. And, | think, as far as |:=m concerned, that:s

no different to those Arthur Anderson and friends who swi ndle ny
pensi on funds, and they should be treated and viewed as in the
sane category, because that is, if we donst have our health than
we donst have anyt hi ng.

The one other thing that I would like for you to
consider is, is that health care is a business. But, this is the
only business where we are not |ooking at the bottomline. W
have 43 mllion Anmericans still uninsured. W also spend upwards
of atrillion dollars, but yet, were not up there in terns of
infant nortality or |ife expectancy for Americans. But were not
asking: Wiere are the dollars going? W:re not saying that nost
of it is spent inthe last nonth of |life, none, very little on
prevention as we heard. | think the other part wth cul tural
conpetence. M son just graduated from Kell ogg School of
Managenment in International Marketing. Cultural conpetency is
critical in that education because of it affects the bottomline.

W need to address the bottomline. Thank you. [ Appl ause]

CHAlI RPERSON STCKES: The person at the mc was Ms.
Suzette Benn. M. Ben you didnst give us your nanme, but | know
that | had asked that you line up to be next to the mc. So the
Committee just wanted to know who you were. OK. Thank you very
much. Ms. Mel endez?

LI SBETH MELENDEZ: Yes. M nane is Lisbeth Ml endez.
And in case you havenst noticed | amlLatino. | ama | esbian.
And, I:m here because, | stand in front of you ignored by this
conference. Not just as a |esbhian, but as a wonman. My health
care needs are nowhere in the agenda of this panel or this
conference. |ssues of donestic violence that affect |esbian,
gay, bisexual, and transgender communities are nowhere in this
conference. And, as ny coll eague and Executive Director Martin
Ornel as-Quintero nentioned before, we understand and know t hat
this is not a coincidence. It is a shanme that in this day and
age, in this country, we would ignore a population who sits in
front of nme, because | know sonme of you sit in front of ne, and
wi |l stand by |esbian, gay, bisexual, and transgender popul ations
not bei ng addressed by a conference that purposes to address
health disparities. Furthernore, | have a challenge for you.
There is one thing you fail to do. There are many i ndividuals
outside of the doors of this hotel who would | ove to be here, who
cannot afford 150 dollars to attend. It is an expensive
conference. For racial and ethnic popul ations, not all of us
have the nonies to cone attend sonething like this. And, it is a
shane that you do not have enough schol arships or help to attend
sonet hing so inportant for us. [Appl ause]

And last, if you cant do it, then you need to give us



the resources to do it. W need translation in the | anguages of
t he people who need to be in this room And, if you can:t
address translation in these conferences, translations in
Spani sh, in APl |anguages, in African | anguages, in any | anguage
necessary for us to understand what goes on inside these walls,
you are failing. And, if you canst do it, trust us. Theres a
| ot of us who can. G ve us the noney, we:| be here. Wl do
it, but we:dll make sure that they understand. So thank you for
your attention. [Applause]

CHAI RPERSON STOKES: Thank you very much Ms. Mel endez.
Were gonna ask witnesses Maria Scruggs-Wston and Ms. Drake from
Boston to line up behind the next witness who will be Kinike
Bernmudez. Please state your nane and affiliation. We:d
appreciate it.

KINIKE BERMUDEZ: H . M nane is Kinike, not kinky,
al t hough 1:-ve been called that many tines. [Laughter, appl ause]
That is Hawaiian. M nane is Kinike. I=:ma person who |ives
with arthritis, diabetes, and bipolar disorder. Let ne say that
again. | ama person who lives with arthritis, diabetes, and
bi pol ar disorder. | was born in Brooklyn, New York. Until | was
6, | thought | was Puerto Rican. [Laughter] Everybody el se was
either white or black or Puerto Rican. Wiy would | not know that
I -m Fi | i pi no- Hawai i an- Chi nese? The world has changed. The
mnorities are no longer mnority. And yet, were treated as
t hough were mnority. M body and nmy brain cannot be separated
The bipolar illness, as | stand and hear about physical and
public health is treatable. | can function as an individual with
treatment and support. And as a result of I:d say adequate care,
but certainly not the best care, being second generation Anerican
| was very fortunate. But, then ny nomcane fromthe
Phi |'i ppi nes, was very good in nmaking us assimlate. And, in that
process of assimlation, | lost ny culture, lost the | anguage.
can say Amagundan umaga. @ | can say AAl oha, y-=all.@ [Laughter] And,
| can say a little bit of a lot of things, because | was al so
mlitary dependent.

| cone before the advisory comnmttee, because, who is
this systemfor, if not all the people? Howis the system going
to affect all of us, if we donst do changes. | wear another hat.
|-m a consuner advocate for the National Asian Anerican Pacific
| sl ander Mental Health Association. [Applause] Thank you. And,
I:-m al so a consuner advocate who is trying to educate and enpower
ot her consunmers to not only vote, but to get involved in
| egislation that affects budget, that affects services that
affect my life and their life. The platinum the golden rule has
been, do unto others as you would have them do unto you. | would
ask that people ook at the platinumrule. And that is to do
unto others as they would Iike have done. Culturally conpetent,
linguistically appropriate, culturally sensitive, ask and
respect. The differences that nake a difference in the physical,
mental health care and recovery, and | strongly reconmend nent al



health parity now. [ Appl ause]

CHAlI RPERSON STCKES: Thank you very nuch Ms. Bernudez.
State your nane for us.

MARI A SCRUGGS- WESTON: Good norning. M nane is Maria
Scruggs-Weston and for sone reason, this is the second tine |:=ve
been in Washington within a couple of weeks, couple of nonths,

and all the mcs are for vertically challenged people. [I:=m not
sure why that is. W cone tall and rude from Florida. [Laughter]
My nanme is Maria Scruggs-Wston. |I=mthe Project Director for

the Sisters for Breast Health Program St. Anthony=s Health Care
and al so the President and Cof ounder of Source of Health,

| ncorporated, which is a nonprofit organization created for the
purpose of elimnating health disparities that exist within South
or in Penalus County and in the county as well.

One of the things Id like to do is conplinment the
Committee on comments that you=ve raised in relation to the
National Center for Mnority Health Disparities Strategic Plan
Research. Dr. Stokes, |I:mat sonmewhat of a di sadvantage, because
| have not had the opportunity to thoroughly review your letter.

But certainly, there are sonme points that | am hoping that the
Comm ttee would not only provide the NNH in witing, but also
solicit input fromcomunity groups such as Source of Health,
| ncorporated, to support sone of the very comments that you:ve
made in your letter to Dr. Ruffin. And, the one that Id like to
make specific reference to, is the fact that the reference to Ain
order for the research plan to be effective, that there should be
nmore focus on devel oping and working with communities in al
phases of research and training.@ And for sonme reason | find
that that piece is very difficult for the health community. And
maybe sonme of the other mmjor focus areas. But, when we | ook at
working with communities, traditionally what happens is the key
to the work is funding. I:=ve heard several coments relating to
fundi ng being directed to comunity-based organi zations, and |
see that finger going up already, so what | would like to do is
to submt ny coments to the Committee in witing and honing in
on sone specific recomendati ons on how NIH can actually engage
communities nore effectively in making an inpact on health
di sparities. [Appl ause]

CHAlI RPERSON STCOKES: Thank you Ms. Scruggs-Weston. We:d
be glad to receive that information fromyou. And we appreciate
your reference to the letter. Thank you. OK.  Straight from
Boston? First witness we:ve |lost this norning. Alright. M.

Ni ck Cal zoncit?

NI CK CALZONCI T: Good norning. Thank you for the
opportunity. The first thing that | would share with you is
sonet hing that you already know to a point. And, that is that
anongst mnorities for sure, diabetes is disproportionate. W
suffer fromit a lot nore. W also suffer fromthe evil tobacco
industry that is advertising greatly in mnorities. Hi spanics,
African Anericans, femal es during pregnancy have high rates of



di abetes and if they snoke, there is sugar in tobacco, and that
is the point that I want to nmake. Not everybody knows that, you
m ght know t hat, but not everybody knows that. And, | refer you
to a book called Sugar Blues. Duffy is the author, and it has a
chapter on tobacco contai ning sugar.

Secondly, we just lost Dr. Satcher the Surgeon General.
The greatest surgeon general that has ever served. Certainly in
the areas of mnorities and females, you are famliar with the
works that he did. He left. | donit think that he left
willingly, but he left. W have a new Surgeon CGeneral, getting
ready to be appointed. Sonme very serious questions have come up
about him And | think you have the responsibility, although its
going to be sensitive, to find out: What about those all egations?
What about the reports? |Is he suited to be surgeon general ?
[ Appl ause] That didn:t count for ny tinme please. [Laughter]

All the comrents about deafness, I:ma graduate of
Gal l udet, and they are all accurate. One thing that 1:d add to
that is that Galludet, sonme of you know about it, is a world
fanous university, itz full of resources. The infornmation that
t he gentl eman before was tal king about, that:=s all avail abl e.
It=s al nost i ncunbent. You have the responsibility to contact

the President Ken Jordan. |f you haven:st done it, you shoul d
have done it already. But, if you havenst done it, | think that
woul d be a necessity. And, I:msure the sanme thing is true in
bl i ndness and the other illnesses. And quickly, the tobacco
industry is killing mnorities nuch faster than ever. |It:s

horri bl e theyre breaking the laws. Theysre doing everything
wong. You have to have a whole section just on the evils and
the corruptions and put those people in jail. They break the
law. And, finally, Chicanos, Latinos, H spanos, and | appl aud
the African American, | work very closely wwth all nationalities.
| applaud the African Anericans for being so strong and being

here. But, | think, that just by observation, there may be a
need for you to find better ways to bring nore Latinos into this
kind of a neeting. Thank you. [Appl ause]

CHAI RPERSON STCOKES: For the record, just give us your
name and affiliation, please.

NI CK CALZONCI T: My nanme is Nick. The last nane is
Cal zoncit. And, what was the other thing?

CHAI RPERSON STOKES: Your affiliation?

Nl CK CALZONCIT: Oh. | work with a lot of groups. The
Nati onal Latino Council on Tobacco Prevention, National Alliance
for H spanic Health, Wrld Health Organi zation. | guess, put

down the Barrio Conprehensive Famly Health Care Center, that:s
the one where I am mainly.

CHAI RPERSON STCKES: O. K. Thank you very nuch

NI CK CALZONCI T: Thank you sir. [Appl ause]

CHAI RPERSON STCOKES: Ronald Sy or See? To be foll owed
by Stella Nash and Reverend Jesse Brown.

RONALD SY: Thank you for the opportunity for hearing us



all in this panel.
CHAI RPERSON STOKES: Your nane and affiliation please?
RONALD SY: | was about to start. M name is Ronald Sy.
| work for AIDS Services in Asian Communities in Phil adel phia.
My cooments will be around the need for translation and
interpretation services. Currently our agency is dedicated to
providing culturally sensitive and | anguage appropriate Hi V-
rel ated services to Asian Pacific |Islanders. But, because of the
need for translation and interpretation, we decided to
col |l aborate with other organizations, Latino organizations, API
organi zations. And currently were exploring partnerships with
ot her health organizations to provide translation/interpretation
services around H 'V services, which would include testing and
counseling, and this is through doctors and social services.

Now ny comments really stemfromthe fact that,
according to Census, 87 percent of APl imm grants or other
immgrants, claimto be first generation. About 65 percent speak
a primary | anguage other than English. Wat disturbs ne is,
according to Ofice of Cvil R ghts, we do have the right to have
access to translation/interpretation services. But, there are no
standards to back that up. For exanple, a hospital can claimto
have a Chi nese-speaki ng worker. But, this Chinese-speaking
worker will be either the janitor on the third floor that works
from12 mdnight to 6 a.m, or a sixth-generation Canbodi an man
who can:t speak the | anguage. Ws:ve heard several horror stories.

Like, a client was told that he had to take his nmedication three
tinmes a day. The person who was interpreting for himwas a candy
stripper msinterpreted and told hi mAYou have to take three
pills three tinmes a day.@ So, you can just inmagi ne how
horrifying that is.

And until recently, there was an infanous study done in
Chi cago called the GOVER Study. |It=s actually an acronymfor GCet
Qut of My Energency Room because we cannot speak your | anguage.

And this is not set out to be | oud, because you think that
speaki ng | ouder in English would make you understand them
[ Laughter] And | really have issues about what are the standards
or cultural conpetency. You are not culturally conpetent, if you
order Chinese food every day, or you have a map of Asia. That
does not make you culturally conpetent. OR, if you have a worker
who | ooks Asian who doesn:t speak the |anguage, I:msorry, that
does not hel p. [Applause] W always talk about health care
should be for all people, but we do not take care of the | east of
our people. One last, a couple of things that, you know, |
al ways share in neetings like this, you know, when you call me, |
don:t necessarily speak Asian. Now, | dont know what that neans,
because | speak Filipino. And, one nore thing, we are not
Oriental, because we are not furniture. Sorry. [Applause]

STELLA NASH: Good norni ng, and thank you for the
opportunity of being here. First of all, when | | ooked at this
conference, | thought about health. And you said health, and



itzs a conplete state of physical, nental, social, and enotional

wel | -being. But then when | |ooked at it | thought, in a sense,
in the agenda, | did not see anything on there about food,
nutrition, and its relationship to health and well - bei ng.

[ Appl ause]

CHAI RPERSON STCOKES: Can | interrupt you for just a
moment ?  Woul d you please identify yourself first.

STELLA NASH: Yes sir. M nane is Stella Nash. | ama
regi stered dietician. | am Regional Nutrition Director for the
United States Departnent of Agriculture, the Muntain Plains
Regi on, Denver, Colorado. | think we need to provide education
in the area of preventative care. As | |ooked at the agenda, as
| said, there was nothing that addressed nutrition and physi cal
activity. And, many of our health problens are related to diet.

As you can see, there is obesity, hypertension, high blood
pressure, and all of that. And, | think what we need to do,
know funding is very inportant, but we know that funding is
limted. So what we need to do-- [tape ends]. Thank you very
much for your tine.

CHAI RPERSON STOKES: Before the next witness, let ne
just nmake a statenent. Several w tnesses this norning have nade
suggestions or coments relative to the manner in which this
conference has been organi zed and nade references to certain
subjects that were or were not nade a part of the conference,
etcetera. | think it=s inportant for you to understand that this
conference was not organi zed by this Advisory Commttee.

[ Laughter] This conference was organi zed by the Ofice of
Mnority Health of the Departnent of Health and Human Servi ces.
Now, the head of the Ofice of Mnority Health, Dr. Stinson, does
sit with our Advisory Conmittee. But, the Advisory Conmttee had
nothing to do at all, in terns of arranging the Summt

conference, which you are currently attending. W do appreciate
the coments you:ve nade. And, to the extent that we have the
responsibility, we wll certainly convey to the Secretary of
Heal t h and Human Servi ces the kinds of concerns that have been

expressed this norning. But, | think it is inportant for you to
understand, we did not organize this conference. [Laughter and
appl ause]

Your nane sir?

JESSE BROMN: Reverend Jesse Brown, Executive Director
of the National Association of African Anericans for Positive
| magery, better known as NAPPPI, and al so the [l aughter]

CHAI RPERSON STOKES: Now we:ve got Ki nky and Nappy.
[ Laught er and appl ause]

JESSE BROMN: And as they would say, Alt=s all good!(
[ Laughter] I=:malso President of the Wrld No Tobacco Day
Coalition here in the United States as well. | conme to, and I:mm
gl ad HHS has all owed you guys to cone into the house and hol d
this hearing. So, we:l|l give proper due where its due here. |
want to bring, as the agendas have been put forth on the table,



there is one, another, critical agenda. It not any nore
inportant or less inportant than the ones that have al ready been
provi ded, but equally nmust be taken into consideration. As we
devel op prograns, one of the things that we need to do is to
figure out better ways to maxim ze what little bit we do have,
with little nonies we do get, with little research we do get to
do, and what little prograns we get to put out there. And,
probably one of the big conponents mssing in many of our
prograns is the marketing of these prograns in our various ways.

It-s nice to have Madi son Avenue, let:s just see if we can have
t hem do sonething in Madi son, Wsconsin, too, with some of these
prograns we currently have.

The pronotion and advertising of these progranms nust be
a critical conponent to everything that we do. Itz nice to have
a good i mmuni zati on canpai gn, but if nobody shows up to get the
shots, what good is it? |It=s nice to have breast cancer
treatnment prograns, but if nobody comes to get the screening,
what good is it? This is critical and | hope that naybe you can
i nfl uence both the flows of dollars (toward marketing) and sone
of us who create these prograns and wite these prograns and
pronote these prograns to actually wite theminto our grants.
And, let:s help also to educate grant funders to the point that
marketing is an inportant part of getting the grant. Not nerely
comng up with the programand having it there to sit on the
shel f. [Applause] And | just want to add one piece to that.

Yes, |like everyone el se before ne has said, the prograns nust be
culturally conpetent, must be rel evant, nust be designed by the
community, carried out by the community, so that the comunity
feels the honor and in fact succeeds in raising the | evel of
health in our owmn communities. |If we want healthy famlies and
heal thy communities, we can do it. [Applause]

SUKI TERADA PORTS: | would just like to give a point of
information. And, | amsorry to interrupt, but | think that
peopl e have m sunderstood that this body here listening to our
testinmony is indeed not responsible for the conference. There
was a planning conmttee, we were also not given the privilege of
having the final word for the conference. And, | think you ought
to understand that the conference was originally schedul ed for
Septenber of 2001. But at the request of Secretary Tomvy
Thonpson, so that he could have nore input, he requested that the
conference be put off. He is nowin Barcelona for this week.

And | think you need to understand that this was a definite slap
in the face to the Ofice of Mnority Health, which worked very
hard under the directorship of Dr. Stinson. And, | think it was
a definite slap in the face of the communities of color. And, |
t hi nk you should not put the responsibility for the changes in

t he agenda, because those were all okayed by the Ofice of
Secretary Thonpson who is now i n Barcel ona. [ Appl ause]

CHAI RPERSON STOKES: Thank you. | think this mght be a
good tinme for us to take a little break. For those w tnesses,



the people who would like to testify before the Conmttee who
have not yet registered, please register at the table outside so
that your name will be given to ne. Wl come back in about 10
m nut es.

P-UBL-1-CHEARI-NGRESUME-S

CHAlI RPERSON STOKES: For the record, let ne repeat
again: Al persons who want to testify before the Conmttee are
requested to sign up at the desk i medi ately outside the door.
Qur intention nowis to proceed for 1 hour until 11:45, at which
time we will conclude testinony before the Conmttee. And then
the Commttee itself will have a 15-m nute wap-up period. Once
again, we are going to hold each witness to 3 m nutes testinony.

We:l| give you at the end of two mnutes, we:l|l give you notice
that you have 1 mnute left. We:Il ask you to conclude at that
time. Wth the cooperation of everyone, we:l| be able to get a
| arge nunber of people who want to testify, and give themthe
opportunity to do so before we have to conclude at 11:45. We:d
like to hear fromeveryone. W think that it is inmportant to
hear fromyou. And, with your cooperation, we:|l be able to do
So.

Let us at this time then, begin with, I-=mhaving a
little trouble with sonme of the witing, so, itz not ny reading,
its your witing. It looks Iike GemP. Daus? O K And then
he:l1 be followed by Charlotte Kennedy, N cole Laing, Lucille
Johnson, Marie Sanchez. We:d| ask each of you to please give us
your name and your affiliation, and we | ook forward to hearing
fromyou at this tine

CEM DAUS: | thank you Dr. Stokes. You pronounced ny
name correctly despite ny bad handwiting. | take responsibility
for that. M nanme is Gem Daus and | work for the Asian and
Pacific |slander Anerican Health Forum Were a nationa
organi zation | ocated both in San Francisco and here in
Washington, D.C. And, | wanted to give you comrent today on
specifically the definition of under-represented mnority. The
Associ ation of American Medical Colleges recently considered
changing their definition of under-represented mnority or URM
And, they asked for comrent. And, the Health Forumdid submt
coment, which I will give you copies of later. | also wanted to
| et you know what the essence of what kinds of changes we asked
for. Especially since they havenst changed their definition
since 1970. As you all know, the country has changed
dramatically since 1970.

First I should commend the Bureau of Primary Health
Care for their definition of URM because itz actually, it goes
further than AAMCs and just to read it to you, it says: AUnder-
represented mnority: for the purpose of the Centers for
Excell ence Programis defined as black or African Anerican,
Anerican Indian or Al aska Native, Native Hawaiian or other
Pacific Islander, Hi spanic or Latino, and any Asian other than
Chi nese, Filipino, Japanese, Korean, Asian, or Thai.{ Now what



is notable about this definition is the disaggregation of Asian
ethnicities. One of the things that we al ways advocate for that
| evel of disaggregation, because if you | ook at the Healthy
Peopl e 2010 objective, it only shows the aggregate Asian nunber,
which msleads us to think that in fact there are enough Asi ans
in the health fields. So, what we want you to consider is, of
course, the heterogeneity of the Asian Pacific |slander

popul ations, that there are many different Asian ethnicities,

| anguages, cultures that need to be represented in the health

pr of essi ons.

The Census 2000 data on professions broken down by race and
ethnicity will be available by the end of the year. So that wll
be a great opportunity to |look at the nunber of people in the
heal th professions. And, | ook again by specific ethnicity who is
actually represented in the health professions. The other thing
to make sure to di saggregate though, is to | ook at the
distribution by speciality area and al so by geographic area, so
that we are not | ooking at just one indicator, but actually a | ot
of indicators that will really put the providers that we need in
the comunities that they need to be in. Thanks. [Appl ause]

CHAlI RPERSON STOKES: Thank you very much M. Daus. Just give
us your nane and affiliation.

CHARLOTTE KENNEDY: I:m Charl otte Kennedy, Director of
Intercultural Medicine for the University of Tennessee Coll ege of
Medi cine and Clinic Psychol ogist in the Departnent of Psychiatry.

M. Chairman and nmenbers of the Commttee thank you for the
opportunity to comrent this nmorning. By way of further
i ntroduction, Menphis is in the Delta Region, a wide area that
i ncl udes counties in Tennessee, Arkansas, and M ssissippi (near
the Mssissippi Rver). Itz one of the poorest regions in the
United States. Health statistics rank the Delta counties in the
bottom 10 of all U S. counties for worst |ife expectancies.
African Anericans in Tennessee have hi gher than national averages
for rates of heart disease, cancer, stroke, and infant nortality.
Conpared to African Americans nationally, African Anericans in
Tennessee experience higher rates of death from heart disease,
hypertension, Al zheiner:zs, cerebral/vascul ar di seases,
arteriosclerosis, homcide and nutritional deficiencies. W also
experience significantly higher rates of death than white
Tennesseans from heart di sease, cancer, stroke, infant nortality,
H V, prostate cancer, and it goes on and on.

Menphi s has approxi mately 55 percent African Americans
inthe city, 47 percent in the county. W have a grow ng
Hi spani ¢ popul ation, and Menphis is one of the major resettl enent
sites for Sout heast Asian refugees. The statistics that |
mentioned earlier in ternms of health disparities exist in spite
of the fact, particularly evident in Menphis, that the University
of Tennessee Medical School is in Menphis. And, Menphis has
maj or hospitals providing health care, one of the |argest
hospitals in the nation. | would encourage this Conmttee to



focus on funding and support for human resources to increase
funding to nedical schools that train physicians and future
health care workers. | would further reconmmend that this funding
and support be directed toward training future health care
wor kers on the sociocultural influences on health care, so as to
i ncrease the human resources that exist for providing culturally
conpetent health care. Thank you. [Appl ause]

CHAI RPERSON STOKES: Thank you very much Dr.
Kennedy.

NIl COLE LAING G eetings. M nane is N cole Laing.
ama registered nurse. | work for the Inpatient Services for
Child Psychiatry, Yale New Haven Hospital. | not only conme to
you as a nurse, but as a student. | am an exanple of one of the
i ndi vidual s from anot her country other than the United States.
reside here, l=ve been here for 11 years and | want to be part of

the solution in elimnating health disparities. | have been
bl essed enough to have a solid educational background in Janaica.
| cane here after | graduated high school. | have many degrees

thus far, and I amin a child psychiatry nurse practitioner
program at the School of Nursing at Yal e New Haven.

| am concerned that there are not adequate
opportunities for students who are not citizens of the United
States to get financial support to progress in their education.
| amin a masterzs program | would |like to get a doctorate. To
this point | have supported mnmy education through schol arship
nmoney and a lot a |lot of |oans. [Laughter] Now that | am at Yale,
| amfeeling the pressure because | have 2 nore years. | have
been getting support through the School of Nursing through
nursi ng schol arships and nore, nore loans. |:=maware that the
Department of Health and Human Servi ces has noney avail abl e and
youre so supportive of nursing students, yet, the first
requirenent is you have to be a U S. citizen. That totally

scratches ne out of the box. | would like to continue ny
education, maybe be a part of the Advisory Conmttee sone day.
But, | feel like nmy only opportunity, or my only way of getting

that acconplished is to get a U S. citizenship. |If you don:t
help us, we will becone one of the disparities in health. There
are a lot of us out there. The majority of the students in ny
cl ass at Howard University, before | graduated, were from ot her
countries, Africa, the Caribbean, and a I ot of them were not
citizens of the U.S., and we need the financial support. Because
a lot of the people that were gonna be dealing with as
professionals are not only U S. citizens, and we need to be
culturally conpetent. So | inplore you to find funds avail abl e
for us, so that we can get our education, because there are a | ot
of us out there and we want to help. And | want to be a part of
the solution in elimnating health disparities. So help. Thank
you. [Appl ause]

CHAI RPERSON STOKES: Thank you Ms. Lai ng.

LUCI LLE JOHNSON: Good norning. My nanme is Lucille



Johnson. | amthe Associate Director for Health Initiatives at
the Metro Denver Black Church Initiative. The Metro Denver Bl ack
Church Initiative is a church association for community service
and we represent nearly one-third of the black churches in the
Denver netro area. W believe that partnership and col | aboration
are key when addressing health disparities. And we believe that
we can do together what none of us can do alone. W partnered
W th organi zati ons such as the USDA, University of Col orado
Heal t h Sci ences Center, Denver Health, the Col orado Heal th
Department, GLAXO Smth-Klein, Pfitzer, American Di abetes
Associ ati on, Konen Breast Cancer Foundation, and many nore
organi zations. Together we are standing in the gap to educate
our fol ks around health, education, and outreach, because there
are other major State initiatives going on, but they don:t
address the needs of the African Anerican community. Qur notto
is simlar to that of the Cvil R ghts Mwvenent in that we see
the value in dissemnating information through the churches and
nmobi l'i zing for positive social change through the churches. It:s
nodel ed its work so if it=s not broke, were not gonna try to fix
it.

My chall enge to you would be to open to faith-based
initiatives and to shift your paradigmin thinking in terns of
what that may nmean. Wile we do provide technical support to
sonme of our churches, well to all of our churches that want it, |
woul d chal | enge you not to nake the process so cunbersone that
t he organi zations | ose sight of who they are for the sake of the
Alm ghty dollar. Keep in mnd that the primary focus of the
church is the Gospel of Redenption. And, | just wanted to say,
that if youd like to take a short, brief, 8 and a half-mnute
| ook at a strategy that is working well, | have a video here for
you to view. And, it=s about obesity prevention. W:ve nobilized
with the Center for Human Nutrition and the University of
Col orado Health Sciences Center together to get step counters on
peopl e and | ook at workable, fun strategies to increase physical
activity and reduce obesity. Thank you. [ Appl ause]

CHAI RPERSON STOKES: Thank you Ms. Johnson. Thank you
al so for the copy of the video.

MARI E SANCHEZ: Good norning. Thank you for the
opportunity to be here and nake comments today. | am Marie
Sanchez. | amthe Executive Director of the National Latino
Behavi oral Health Association. As a national organization
focusi ng on Latino behavioral health issues, | have a | ot of
comments. But, | will narrow them down. One of the
recommendat i ons addresses one of the areas that is |isted today:
increasing diversity of the health professions. As nmany of you
know, our rural areas suffer greatly fromlack of diversity of
health and nental health service provision. That is a nmajor
concern of NLBHA. Second, access to education is very
chal l enging to people in rural areas, which include a | ot of
ethnic mnorities, and that:-s another concern of NLBHAss. So what



| would Iike to go to as a recommendation is that we | ook to how
we train and professionally grow our own service providers.

Oten the best recruitnment strategy is to home grow
staff who by identifying and supporting staff already enpl oyed by
the agency are conmtted to living in the comunity where
services are provided. Such persons are often not traditional
students, but they may | ack conpl eted degrees or nay not have
attended college in many years. But, with financial support,
encour agenment, and accessi bl e educational opportunities, they may
becone the nost |oyal, productive, and involved with the service
community in their areas. W need to | ook at funding the
devel opment of community-based training progranms, bringing
educati onal opportunities closer to hone, perhaps by conbi ni ng
university training and nmental health conmunity service delivery
to increase the nunber of bilingual/bicultural service
prof essional staff. W also need to develop prograns that are
oriented to the student and not to the institution. Prograns
shoul d be built around the lives of students who are interested
in receiving an education, but are not able to | eave the
conmmunity or nove far away to canpus to access a program
Per haps that nmeans building culturally conpetent educational
progranms. Thank you. [ Appl ause]

CHAI RPERSON STOKES: Thank you Ms. Sanchez. The next
persons will be Alice Richie, followed by Fanny H cks, and Wl ter
Har per.

ALICE RRTCH E: | want to thank the Commttee for
letting me speak. I:=mAlice Ritchie and I-mfrom Northport, Long
Island. | work for the Veteran:s Adm nistration there. I:ma
registered nurse. M focus is on decreasing cardiac risk factors
in wonen. O K On Long Island there=s over 10,000 wonen
veterans. In Nortport they have opened this year a wonen:s
health program so | would |i ke these wonen to access the
program

There is a survey available that=s been desi gned by
three nurses and two doctors that could be distributed to al
t hese wonen veterans. It would assess and tal k about different
denographic material and al so their cardi ac/vascul ar needs.
Dependi ng on the response and their population clusters in the
community, different prograns could be set up in approximtion to
where these population clusters are. |In return for perhaps
havi ng the educational programin the conmunity, because it
should be in the community near where they live, it could be set
up in local churches. And the response for that, in exchange for
the space, wonen fromthat catchnent area that arenst veterans
shoul d be eligible also for the educational program Two things
are acconplished in this way, particularly if the programis
singled out for mnority wonen veterans and mnority wonen in the
community. It doesnt have to be singled out there. It could be
| arger groups, but mnority wonen are of an increased risk as far
as cardiovascul ar di sease and we are tal king here about



elimnating disparities and racial problens. This way two things
w Il happen. W have in the veteran conmmunity many, nany
mnority people that cone in and use this as a way of life. They
wi || have access as preventative services in the future. The
ot her part about having in the community, an ongoi ng educati onal
programis that the persons, particularly mnorities will have
access to all this education. Not only that, but they have nade
contact with the woman veteran. And we all know that there is a
great sisterhood anong mnority persons, that=s really culturally
part of their, I would say, their essence. And so | would say
that woul d be a good exanple of cultural conpetency denonstrated.
Thank you agai n. [ Appl ause]
CHAI RPERSON STOKES: Thank you very much Ms. Ritchie.
FANNI E HI CKS: Good norning. M nane is Fannie Hi cks.

I:-mfrom M dway, Al abama. And | bring greetings [inaudible]. I:=d
i ke to address nental illness. I:ma consunmer. I=maffiliated
with the Alabama Mnority Consuner Council. Itz hard for me to
get help, especially for mnorities in the State of Al abana.

| -ve heard ot her people saying the sane thing. |If you are a
mnority, it=s hard to get help. Wat I:mtrying to do, trying to
get mnorities fromtaking their nental problens as a scapegoat.
They start drinking, doing drugs. You confront them they say:
AHey, 1:=m a nobody. Nobody is gonna hire this crazy person.
Nobody wants this person working for them@ And, they:ve got this
negati ve attitude about thenselves. And, I:mworking on trying

to get themto realize they are sonebody. | have two degrees.
used to teach school. Now, I:ma field specialist for the State
of Al abama. For 7 years nobody would give ne a job. 1:d say:

APl ease give ne a job digging ditches.@ They thought | was

j oking, but | was serious. [Laughter] But no one would hire ne.
So one of the problens, we need nore access to grant

noney, because | got this goal. Mnorities need help, especially

those with nental problenms. They need to feel good about

thensel ves. W are going to have to have sone noney to do

outreach prograns to these people. W have a | ot of themthat

commt suicide, are honeless, all of that. | think, if you al
were to go to address these things, then you can hel p ot her
mnority consuners with nmental illness to be productive in

society. Thank you. [Appl ause]

CHAI RPERSON STOKES: Thank you very much Ms. Hicks.

WALTER HARPER: Good norning. M nane is Walter Harper
and I:mthe coordinator of the Mnority Health and Wl | ness
Program for the Urban League of Rhode I|sland, one of the
affiliate groups of the National U ban League. Secondly, | am
currently conpleting ny doctoral dissertation studies at Brown
University in Providence, Rhode Island. | cone to you today, and
hopefully I-d like to beg the forgiveness of the Conmttee and
the group here if it has already been nentioned. But, | just
wanted to make sure that this issue has been raised this norning,
for this session, and that has to do with the rel ationship



between the fast food industry and school |unches. [Appl ause]

It is very difficult for me as a public health
prof essional to pronote health and wel | ness prograns, especially
in elementary and secondary schools in Providence as well as in
targeted communities in Rhode Island, when in the | unchroons,
what I:mteaching is not being reflected. So that is basically
all I wanted to share. Thank you very nuch. [ Appl ause]

CHAI RPERSON STOKES: Thank you very much M. Har per.
Then next persons will be Erica Harriott, Jennifer Kunkel, and
Jesse Sori ano.

ERI CA HARRIOTT: Hi. Thanks for having ne up here. M
name is Erica Harriott. I:mwth the National Hospice and
Pal liative Care Organi zation. One of the areas that | wanted to
touch on, which | just didnit see was bei ng addressed as part of
this panel was end-of-life care for mnorities. W |ook at
health care and then we forget that in the end all of us are
going to die at one point or another and it:=s always sonet hi ng

that is planned last. | have a special interest in mnority
health care because | amthe only manager that works for the
organi zation that is a mnority. And, with that, I amalso an
i nternational person of West Indian descent and | | ook at ny

famly and for the first time we had to use hospice care for ny
grandnot her who died at age 102. And her nother before that
lived to be a hundred. So | figure | have a longevity here, so |
amgoing to use it while | can. [Laughter]

One of the areas that I:masking for basically is
access to research to inproving health care for mnorities across
t he board, not just for African Americans, not just Asians, or
Latinos. Last year, only 8 percent of African Anericans used
hospi ce care and it=s not caused by basic | ack of know edge. It=s
caused by psychosoci al issues that:s been brought up in health
care and other issues that can be overconme with research and
education. |I=malso asking for studies to be done that will show
that health care cost can be reduced through effective health
care planning. Studies that we:ve done through the Lewin G oup
and the MacM I lian study shows that by planning effectively, not
waiting until the last days of life, you can, in essence, reduce
your health care dollars by using effective health care pl anning.

Part of that is using hospice care and appropriate health care
when necessary. That can be done al so through comrunity-based
and al so through national research. And that:s basically what I=m
asking for, increased funding and increased education and
i ncreased access on the part of all providers and consuners of
health care to include end-of-life care as part of your planning.

Thanks. [ Appl ause]

CHAI RPERSON STOKES: Thank you Ms. Harriott.

JENNI FER KUNKEL: |:m Jennifer Kunkel. I=mwth the AIDS
Pl anning Coalition of South Central Pennsylvania. |I=mgoing to
speak as a mnority researcher, because I:mthe coordi nator of
research for a 14-county region of Pennsylvania. | and several



ot her APl professional organizations are collaborating in the
Cty of Philadel phia to do an APl study regarding two questions.
The basic questions are: Wiat is the know edge base of APIs with
their risk of contracting HV and what do they perceive as
barriers for testing for HHV? This started about 2 years ago.
contacted several Federal bodies including the CDC, HRSA, and
al so the National Mnority AIDS Council. Wat | got through ny
initial process was a lot of hurdles. | was told that the study
didnt fit this. | was told the study didnt fit that. | was
told the funding was avail abl e through this avenue or that
avenue. It becane a 2-year nightmare. So, | approached the
State of Pennsylvania. Instead we got very creative. And, it
was i nteresting, because when | first approached the State, what
they said to ne was: AWell, Jen, theres not a |ot of data out
there on APls, so therefore, we donit knowif we can fund this.@
I-mthinking to nyself, did | just lose ny mnd? And, | thought
to nyself, alright, let:s do sone basic education here. So, |
did a witten proposal, showed them what the | ack of data
suggested in accordance with what the world statistics are and
also the immgration pattern, and they got their clue. And they
said OK let:s get creative and fund this. And that was fine

My comrent to everyone right now, for HHS, is folks
what | need desperately as a mnority researcher is for HHS to
get its Federal-level entities together and figure out ways to
hel p support mnority researchers such as nyself. [Appl ause]
Don:t just tell nme what you can do, ask ne instead what | can do.

[ Appl ause]

CHAI RPERSON STOKES: Thank you Ms. Kunkel. The next

person is M. Soriano.

JESSE SORI ANO. My nane is Jesse Soriano. |=mthe
Director of Ethnic Mnority Affairs for the Health Sciences
Center at the University of Uah. 1I:malso a nenber of the Utah
Governor:=s State Council on Health and I:m al so the Chairman of
the State Ethnic Health Advisory Commttee. M purpose for being
here is fairly sinple. 1| make it very quick. First of all
want to let all of you know that we have mnorities in Ut ah.

[ Laughter] The response points out what a ot of us in Uah feel.
Approxi mately 12 percent or nore of our population in Uah is

Hi spani c/Latino. That:s been a dramatic increase since the |ast

Census. Approximately 16 percent of our population is mnority.
| think, if I-=mcorrect, | havenst |ooked at the |latest U ah

Medi cal Associ ation books, but we probably have two Anerican

| ndi an physicians in the State. And | could probably count the

African Anmerican physicians on one hand, in Utah, and a handful

of Hi spani c/Latino physicians.

There is a tremendous need for health care
professionals in Uah. That brings nme to nmy second purpose and
that is toinvite all of you to nove to Uah, please. [Laughter]

Not all Utahans are going to express the sanme desire, | do



however. |It=s a beautiful State. It:=s an exciting State. |
think its a growing State. And, | think youd be surprised, if

you=ve never been there, you:d be surprised. | noved to Utah from
this part of the world, fromFairfax. And, while it was quite an
experience, it=s still a beautiful State. Finally, | think I:d

like to invite the Commttee here to hold one of your neetings in
Salt Lake Cty. That is a place that | think would certainly
profit by your being there, by your presence there. W donit get
too many outside mnority professionals comng in and tal king
wWth us in the State of Uah. | would invite you all and again
there is a greater need for health care for mnorities in the
State of Uah as there is anywhere el se. The nunbers m ght be a
little smaller, but were also nore isolated. Dont overl ook us
Thank you. [ Appl ause]
CHAI RPERSON STOKES: Thank you M. Soriano. |If Dr.

Stinson will pay for it, wedl conme. | understand Ms. Bobbie
Drake is now here. | called her earlier. Bobbie Drake-Saucer?
And, she will be followed by Niem Nay-Kret, | believe, and Uinm
Moor e.

BOBBI E DRAKE- SAUCER: Good norning. I:msorry, if you
called ne earlier and | wasnst here. But I:d just |ike to address
t he panel this norning and share with you ny concerns. |:=m
concerned about a very serious problem anong bl ack wonen, bl ack
wonen:s health issues. I=:ma lupus survivor. | donst call nyself
a sufferer, because l=ve survived since 1987. It took over a
year to be diagnosed with this disease. And, ny life has been
life altering since then. So | ama survivor as far as |I=m
concer ned.

| :-m concerned about the high preval ence anong bl ack
wonen. Four out of every 250 bl ack wonen have | upus as opposed
to 1 out of every thousand white wonen. | think that is a
problem Seventy percent of all |upus-related deaths are bl ack
wonen. CDC just took a |look at that, just came out with sone
statistics. | know you all through the Ofice of Wnen=s Health
have just put out, nade sonme nonies available. Unfortunately,
they are primarily through the primary health care organi zations
for each State or the Lupus Foundation or the Arthritis
Foundation. Those are traditional organizations that do not have
a clue what to do around black wonen and their issues related to
surviving with |upus.

As a matter of fact, | have an organization that is 6
years old. It=s called Wnen of Courage. It=s for black wonen
and their famlies in Boston. And, itss to figure out howto
cope and survive and live. W have over 200 nenbers and were
wor ki ng real hard to keep our wonen alive every day. W have
very little support, very little noney. W would |ike to know,
if we could, first of all get sonme help from sonewhere. |If
sonebody can take a | ook at the data. |If we can have sone
registries. W dont even know how many bl ack wonen in this
country have lupus. You know what |:m saying? There are no



State registries, there are no local registries. | couldnst even
get statistics to tell you in ternms of how many wonen in Boston
have | upus.

We recently got a study funded, an [inaudible] study to
take a | ook at the high prevalence in Boston. W still don:t
have the nunbers yet, because it was just doing a hospital-based
study. So, we have a high preval ence, but we donst know how hi gh
it is. Because out of 17 hospitals, 27 health centers, and al
the other private providers, we still donst know, because we don:t
have enough noney to find out what is going on. So, | am asking
you to really take a look at this problem It:=s serious, because
the disease is chronic. It=s incurable and it=s potentially
fatal. Mst often fatal for black wonen in ternms of kidney
failure, other chronic failures in terns of the system c neasure,
they just donst survive. Mst wonen dont survive any |onger than
5to 10 years. So I:masking you to take a |look at this very
serious problem | mean the medical community knows about this.

It=s not a surprise, OK ? Unfortunately, the wonen that are
affected the nost drastically are black wonen. So, please take a
| ook at this. Thank you. [ Appl ause]

CHAlI RPERSON STCKES: Thank you Ms. Drake- Saucer. M.

Ni em Nay-Kret? M. Ujinma More?

UJIIMA MOORE: H . My nane is Uim More. I|=mthe
Coordi nator of |Intake and Wnen:s Services for the AVASSI Center
of Los Angeles. W provide free and | owcost nental health
services, fitness and nutrition services. Part of the answer on
the whole health disparities in mnorities is sitting right here
in this room W:re a community-based organization, and a | ot of
t hese agencies know that we are the answer. W are already
culturally conpetent. W coll aborate, we work together.

One of the largest problens for a ot of CBOs is
funding a ot of people. W do network, we do work together out
of necessity, and one of the things that has been kind of
i npacting the work we can be doing is fear. A lot of agencies
who do provide the sane type of services are afraid to
col | aborate, because, OK.,if | collaborate wwth you and you send
nore people nmy way, what about ny funding? What about ny
nunbers? |If there is adequate noney and funding for agencies
like all of ours, then that kind of actually answers a | ot of the
guestions here and inpacts our communities in positive ways.

Right nowin L. A County, were facing huge health
budget cuts. And a lot of the agencies that were providing
health care are closed, will be closing. Trauma centers,
clinics, so they are relying now on our comunity-based
organi zations to pick up the slack. Qur own Health Care Deputy
Pat MIler said that AR ght now, when 2003 hits, there are just

peopl e who won:t receive health care period. It not a case of
do they have insurance, do they have Mdicaid, or do they have
Medi care. It doesn:t matter, because they donst have anywhere to

go.@ So our community agencies are the places they can go to.



But, if were afraid to coll aborate, because, I:mworried that ny
nunbers will drop, because | don:st have noney. And, were
currently not worrying about that, but in the com ng year, that:s
gonna be a problemthat a lot of the CBOs are gonna be facing.
So, there needs to be adequate funding for everybody so that we
can col | aborate, so that we can pick up the slack, because right
now, L.A County, people who are right now receiving substandard
health care, wonst be receiving health care at all. [ Appl ause]

CHAI RPERSON STCOKES: Thank you very nmuch Ms. Moore. Qur
final witnesses this norning wll be Gerlinda Sonerville, Vivian
Wang, and April Taylor. OCh. I=:msorry, one nore. Shahanaz,
oops the witing is getting worse. [Laughter]

GERLI NDER GALLEGOS SOVERVI LLE: My nane is Gerlinder
Gal l egos Sonerville and | work in the area of HV and Al DS
prevention. | have two comments. First, | am speaking to you
today as a Hi spani c woman concerned for the health of her people,
particularly the people who cross the U S./Mexico border to work
inthe United States. | would like to remnd the Conmttee that
the health concerns along the border are the health concerns of
the entire U S. as well as the entire country of Mexico. For
exanple, mgrant farmworkers are exposed to and expose others to
many risks for HHV/AIDS as they travel as far north as the
Canadi an border and then return to their honme villages in Mxico.

Border health issues cannot be ignored. Resources for research
health care access, and prevention along the U S./Mexico border
will positively inpact national health care in both the U S. and
Mexi co.

My second comment is, recently there was a call for
nom nations to this Advisory Conmmttee, and |I=mwondering if you
can tell us what the status of those nom nations are and when we
w Il know the results of those nom nations. Thank you very nuch.

| appreciate the effort to address the commttee. [Appl ause]

CHAI RPERSON STOKES: Dr. Stinson is going--

DR. STINSON. Let nme respond to the question about the
Advi sory Commttee. According to the charter on the Advisory
Commttee there are rotations on and off the board. You are
correct, we solicited applications over the past several nonths.

There are sone nenbers of the current board whose termw || be
expiring at the end of this cal endar year, at the end of
Decenber. Those applications will go through a review process
internally within the Departnent and recomendati ons wll be
forwarded to the Secretary of Health and Human Services, and the
Secretary nakes appoi ntnents of who will be on the Advisory
Commi ttee. The announcenent of the new nenbers, we anticipate
wi |l probably occur sonetine in Decenber, prior to the expiration
of sonme of the current nenbers.

[ 1 naudi bl e]

That has not been established, so there is no way for
me to tell you who are all the people that wll be involved in
that review. That wll be determ ned.



CHAI RPERSON STOKES: | think it was reported to us
yesterday, an update given to us, that there are currently 85
applicants on that list. OK Next? |Is April Taylor here?

APRI L TAYLOR Good norning. | have to adjust this for
my height a little bit. I=mcomng to you fromthe good State of
Massachusetts. | direct the Cancer Prevention Program and the

El der Health Program for the Boston Public Health Conmm ssion.
I:-malso comng to you from Boston with the energy that our

comm ssion just held a conference on the illum nation of health
disparities and race in the City of Boston, where it was a
comunity effort and over 500 people attended at the JFK Center.
We had sone stellar speakers and community people who were

tal ki ng about the fundanental issues of race disparities. At
that conference two inportant things cane out. One was that in
terms of the goals of Healthy People 2010, instead of | ooking at
the percent-- [tape ends] reduction of health disparities. W
shoul d probably | ook at the overall rate of reduction of health
di sparities, which would nmake it nmuch nore equitable. The second
and nost fundanental thing that cane out fromthe conference is

t hat peopl e thought that we should | ook at real causes, the
system c causes of why we have health disparities, and that was
the issue of racismthat plagues our society. So, | think for a
conference that tal ks about the elimnation of health
disparities, we really need to put the issue of racism and soci al
excl usion on the agenda. Thank you very nuch. [ Appl ause]

CHAI RPERSON STOKES: You di dn:t give us your nane.

APRI L TAYLOR April Taylor. I=msorry, and | have two
comments that could help the commttee on fram ng the discussion
to tal k about not only the theoretical contributions and academ c
contributions about the theories of racism but how we can nake
sone practical applications, if I can submt them

[ 1 naudi bl e]

CHAI RPERSON STOKES: Is Vivian Huang in the room O K

You are next.

VIVIAN HUANG H . I=:mVivian Huang with the California
Primary Care Association. Ws:re a statew de organi zation
representing community clinics and health centers across the
State. As many of you know, community clinics and health centers
serve nedically underserved popul ations and really serve as a
safety net for the uninsured and Medi Cal popul ati ons who may not
be able to receive care el sewhere. One of the things that | was
really excited to see on the agenda for the HHS Advi sory
Comm ttee was the di scussion about how to increase diversity in
heal t h prof essi ons.

Forty-four percent of community clinic patients in
California are limted-English proficient, and over two-thirds
represent communities of color. So, obviously, an inportant
issue is howto recruit and retain a workforce that really | ooks
i ke the population it is serving. One of the strategies that
we:ve worked on in California is having community clinics be part



of a residency training program One of the exanples | wanted to
hi ghl i ght was Gol den Vall ey Health Center that has actually
inplenented a training programfor its residents that includes a
clinic once a week on the specific topic of culture. So every
week there are different |lectures. There could be videos to talk
about a specific culture. Therezs also a discussion about
specific case studies of patients that have cone through and sone
of the different cultural issues and barriers that conme out.

And, this serves as a tool to train residents so that they are
able to better understand and appreci ate other cultures and know
how to serve that popul ation better.

One of the recommendations | had on a national |evel is
toreally | ook at how the HHS Advisory Conmttee could really
work wi th medi cal schools and other health professional training
prograns to reformtheir current education and curricula to
include nore training on howto be nore culturally appropriate
and also how to serve limted-English proficient popul ations.
Even if the provider doesnst speak the | anguage, they need to be
trained on how to use an interpreter and what is the best way of
insuring confidentiality and making sure that famly and friends
are not used as interpreters, but to use professionally
qualified, conpetent interpreters.

The other comment | want to nake was that because of
t he high cost of nedical education incentives are also needed to
try and recruit health professionals to underserved areas and so
t hat should include not only | ooking at the National Health
Service Corps, but also |ooking at how to nmake sure that the
applicants through that programare culturally and linguistically
appropriate, and trying to get doctors that do speak another
| anguage or have received significant training in that area.
Thank you. [ Appl ause]

CHAI RPERSON STOKES: Shahanaz?

SHAHANAZ ARJUMAND: First 1:=d like to thank you for
providing this forumto voice our coments. M nane is Shahanaz
Arjumand. Throughout ny career, | have found great satisfaction
in hel ping the challenged such as the childrens health issues in
the State of Florida where you have a ot of elderly and Hasidic
community, Hasidic wonen in New York as well as Japanese wonmen:s
needs. And, today the needs of the uninsured inmmgrants and
mnorities as well as the Muslimcommunity are what | am
addressing for this forum

Today, | stand before you representing a new conmunity-
based health services organi zation called ACHAMPS, | whi ch st ands
for Community Health Alliance and Muslim Professional Services.
We are a nonsectarian, referral organization providing health
care services, educational programs, and liaisons to various
health organi zations in New York. W are currently being pulled
to provide simlar services in New Jersey and Connecticut. W
primarily work with community nmenbers who are uninsured (which is
about 43 mllion) and ineligible for Governnent prograns or have



linguistic, cultural, socioeconomc, and faith-based failures to
accessing health care services. Qur strategies to inprove health
care diversity include, and are not |limted to, presenting role
nodel s, denonstrating opportunities in the field, conducting
community road show presentations, engaging children through
essay conpetitions, and enlisting participants for various
research studies, recruiting volunteers to experience many
opportunities in health care, and offering internships.

This newy focused research on South Asian, African,
and M ddl e Eastern communities, since there is very little
informati on avail able on these groups, it is a big first step for
this coomunity to participate in such research. The two active
studi es were conducting are breast cancer awareness and post -

9/ 11 stress on focused, targeted communities. There are many
cultural and environmental issues that are being denonstrated in
the prelimnary results. Many of them define health and health
care services based on their cultural environnents. As we
struggle to define help and comruni cate the ever-changi ng health
services offered in target States, we found that bureaucratic
barriers to health care pronote the use of ER as a primary care
provi der.

Qur key chal l enges that we have limted health care
prof essionals representing the diversity in the community to
continue to provide community-|evel education prograns. At this
time we are being pulled to represent over 2 mllion people in
the area wth a handful of health care providers that represent
the focus community. W also have about a mllion Miuslins in the
New York area. After 9/11 many of them were harassed by health
care professionals. This is truly an enbarrassnent for our
pr of essi on. We know there is a need to recruit talented
students to pursue health careers, yet there are nmany cul tural
bi ases about various health professions such as nursing as a
femal e only profession in sone of these communities. To
all eviate sone of these biases we are planning to provide health
care career counseling and require partnerships to achi eve our
mut ual goal s.

CHAMPS is a uni que, faith-based community health
organi zation that tries to provide consistent nessages through
our educational services. Many hospitals, health care
organi zations, State and City agencies are struggling to find
community |iaisons representing the diversity of their
communities. W expect to partner with our health care matrix
partners to achieve positive results. To be effective, we wll
need nore than just volunteers. And, |ike every organization, we
will require funding. At this tine, Federal, State and city
grants create great challenges for newy formed community-based
organi zations. Mich was prom sed through the Faith-Based
Initiatives and was not delivered. W firmy believe that
or gani zati ons cannot only provide nenbers for a racially diverse
and ethnically rich community, but we can be extrenely effective



in conducting research studies and hel ping to i nprove health care
outcones. As a new organi zation we have col |l aborated with a
broad range of matrix partners and would like the followng: 1
The Heal th and Human Services to offer grants and 2. Techni cal
assistance that will help drive the goals of hel ping Health and
Human Services Ofice of Mnority Health. 3. Partnership with
communi ty- based organi zati ons can encourage mnority enroll nment
in health care careers. 4. To provide faith-conpetency training
and 5. At this tine State surveys on diversity in corporate
Anerica bracket wonen, various races, and all nonwhite males in
one category titled Amnority,® which is an i nbal ance and

i naccurate representation of data. At CHAMPS we have taken the
initial steps. W need help to achieve our nmutual goals to

i nprove health care outcones and achieve diversity in health
care. W cant do this all alone and we need your hel p. Thank
you. [Appl ause]

CHAlI RPERSON STCOKES: Thank you very nmuch. W have a
little bit of tinme before 11:45, we are going to try to work in
three additional persons. |I:=:d like at this tinme to call Dr.
Josephine M Kershaw, Lynn Pender, and Dr. Glbert Parks. [If we
have tinme, we:l |l also hear from Roberta Cott nman.

JOSEPH NE KERSHAW Good nmorning. M nane is Josephi ne
Kershaw and | amon the faculty at Florida A&M University,

Tal | ahassee, Florida. | would like to share ny concern with you
as a researcher who has to review grant applications that the
barriers to successful funding of these grant applications that |

have seen involves a need for 1. advocates for ethnic and
mnority populations in grant review panels and | nean by that
not just sort of figure heads on the grant panels but those who
actually speak out for mnority popul ations and their
applications [appl ause] because they nay not be as polished as
t hose who have successfully submtted applications before.

Second, theress also a need for grant reviewers not only for
et hni c popul ations, but also fromethnic and mnority popul ati ons
who understand the diverse cultures and the needs within those
cultures [applause]. Third, theres also a need for recognition
of exploring nontraditional nethods to obtain culturally
conpetent data. For exanple, if there are cultures that are
preliterate, it is not logical to expect to admnister witten
surveys to those cultures, because they will not be gathering
valid data, but perhaps obtaining qualitative data through door-
to-door interviews and such would be a better nethod of obtaining
data for these populations for which it is recognized there is a

| ack of data. |In recognizing the disparities in ethnic
popul ations it is inportant to get that baseline and get that
initial information for those populations. | realize that these

concerns and needs are probably not entirely new to the
commttee; however, much nore attention is required in this area.
Thank you. [ Appl ause]

CHAI RPERSON STOKES: Thank you Dr. Kershaw. Lynn Pender.



LYNN PENDER: Hello. | appreciate this opportunity to
talk to you today. | will submit witten testinony tonorrow. M
name i s Lynn Pender. | run an environnental justice organization
in Baltinore called Youth Warriors. The two nain things that |
want to tal k about today are 1. the inpacts of health studies on
popul ations at high risk for particular di seases (the instance
that I amtal king about right nowis |ead poisoning) and 2. the
whol e process of institutional review boards and the | ack of
i nclusi on of comunity-based organi zati ons on them

The issue that | want to bring to your attention is a study
t hat was done by Kennedy Kreger Institute in Baltinore and the
Johns Hopki ns School of Public Health in the early 1990s t hat
basi cal |l y encouraged | andlords with | ead contam nated properties
to recruit famlies wth healthy children to nove into the houses
wi thout letting the famlies know that their houses were | ead
contam nated. There are currently five cases, |law suit cases
currently going on in Baltinore right now addressing this issue.
The biggest problemis that Kennedy Kreger Institute, Johns
Hopki ns University, and other institutions around the country, we
need these institutions to do research. Wrking with a
communi ty- based organi zation, | understand the inportance and the
preval ence of having their research. |It:s no doubt that they
have provided wonderful information about |ead poisoning that we
woul d not have had ot herw se; however, to use our children as
human | ead detectors, and that is basically what they did in this
particul ar research project, it=s just unacceptable. And what we
(as a comrunity) are saying is that itz tine for boards |ike
this and ot her Federal agencies (because this grant was funded by
the EPA it was al so funded by HUD, it was al so funded by private
foundations with the thought that this was an institution that
was seeking a community collaboration). It was a comunity
col | aboration on paper, but not in reality. And all too often
t hat happens. So | stand here asking what can we do? [ Appl ause]

CHAI RPERSON STOKES: Thank you very much Ms. Pender.

G LBERT PARKS: Good nmorning. |I=mGlbert Parks. |:=m
from Topeka, Kansas. | represent nyself this norning. This is
mai nl y because probably no organi zation I:m associated with often
w Il accept sone of the things | say. [Laughter] | really cone
before you this norning to nention three major points that |
think the Commttee can deal with in ternms of public policy and
that=s what | am assum ng that we are advising on this norning.
Wthin HHS, there are specific entities in each section or
departnent that deal wth issues that we are speaking about this
nmorni ng. They are highly underfunded by one principal that is
witten into the legislation. It says that Aeach division may
take 5 percent of their budget and build a staff to work on these
i ssues. That needs to be changed to Ashall take 5 percent of
their budget.@ And, | think the Secretary nmay be advi sed on
that and a score card should be neasured. |It:s whether we have
the will to do that or not. W wll only make progress when the



nmoni es are appropriated by the people who can nmake things happen.
As long as all the individuals are underfunded, understaffed,
all these issues will never be succeeded. | think that has been
said here many tinmes this norning. But, | want to enphasize,
particul ar, specific policy.

The second thing I would nmention is, because | do represent
private practice in health care [inaudible] physicians this
nmorni ng. Public policy cannot nove toward forcing all private
practitioners out of private practice, because you then de-
enpower all of these communities and force themon the
institutions that are controlled by the sane people that you al
have been tal king about this nmorning. And you create
institutions for which all these individuals who once were
enpowered and can create their own institutions are now
controlled by certain institutions that have all the
characteristics that you spoke of this norning. [Applause]
Therefore, | reconmmend to this Commttee, highly reconmend, that
the United States Governnent stop supporting any institutional
process or public policy that woul d di senfranchi se and di senpower
the communities that you represent here this norning. Public
policy is the key to this, in order to redistribute the mllions
of dollars, billions of dollars.

Last exanple in discussion: 10 billion dollars were
sent for AIDS this last few years. Only a very snall percentage
was controlled by this community here, yet they have the | argest
percentage. | have a fear that the sane thing is going to happen
in this disparity issue. Billions of dollars wll be
appropriated. But the key issue is, who will control those
dollars? W nust control the nunber of dollars directly
proportioned to the issue, froman adm nistrative standpoi nt, not
fromthe trickle-down standpoint. Because | always say to
| egislators formthe prisons in ternms of who owns the prisons
proportionate to the population in those prisons. Let contracts
for building prisons portioned to the population in those
prisons. Nobody will nake that kind of public policy, but we
need to make that kind of public policy in regards to the issue
of disparities in health care. Thank you. [Appl ause]

CHAI RPERSON STOKES: Thank you Dr. Parks. Roberta
Cottman? Ms. Cottman is our |last witness this norning.

ROBERTA COTTMAN: Thank you very much for the
opportunity. I:=:m Roberta Cottman, Wayne State University,
Detroit. 1:d like to nake several points. And, | hope |I=m not
repeating, as | cane in late. W nust nmake a difference in our
talk and in our actions in regards to health and health care.
That | ooking at health is all of the social and econom c and
enotional determ nants that determ ne what our health care is.
And by chance, if you have a problem then you should have access
to not only timely care, but appropriate care and continuity of
care. And, this is where the system breaks down. Hello ny
friend [l aughter]. W nust | ook at prevention and therefore | ook



at the docunent of the Departnent of Health and Human Servi ces.
And, that is Healthy People 2010 that gave us the data, that gave
us the direction, that gave us sonme strategies. A prevention
agenda nunber one that everybody shoul d have care through the
life span and that neans appropriate frominfant nortality to
long-termcare. The second is that we should elimnate

di sparities. Not reduce, but elimnate health disparities. And,
we need to | ook at the docunent and refer to it. | do not see it
on the agenda. And, therefore, |ooking also at the Centers for
Di sease Control, there are nine preventable deaths in regard to
di sease states. And | ooking at those risk factor, the diabetes
alone, if we just |ooked at prevention. And then nutrition, no
nutrition, malnutrition, all kinds of nutrition | eading to
overwei ght and obesity, a huge problemin our young people.

Envi ronment, we cannot | eave out respiratory disease in regards
to pollution. Tobacco: Qur conmunities nust use that tobacco
settl ement noney for health and health care. North Carolina,
Tennessee, and M chigan are the only three States in which it is
not used. And last, we tal k about food, clothing, and shelter,
nutrition. W cannot |eave out water. Water is the nost rapid
commodity all over the world increasing in even designer water.
But, if we dont have water, if we donst have clean water, if we
donst have safe drinking water, if we donst have, for nutrition
you cannot |live wi thout water. [Applause]

CHAI RPERSON STOKES: Thank you very much Ms. Cott man.

Ms. Cottman, with her testinony, we conclude the testinony before
the Advisory Conmttee this norning. Let nme, at this time, on
behal f of the entire Commttee express our appreciation to those
of you who have appeared here and who have given testinony and
for those of you who have not made a personal presentation, but
who will also submt your witten testinony to us. W urge you
to do that. W would like to have your testinmony and will |isten
toit. | really want to thank you for not only the substance and
the quality of the presentations here this norning. But, also
for the cooperation given us in permtting everyone to be able to
get their presentations in on tine. Seldomdo you see this type
of public cooperation. | really think we ought to give all of
them a great big hand. [ Appl ause]

You have been very hel pful to us by giving us
testimony. | want to thank our tine keeper divia, here. She
did an excellent job with that finger in the air [laughter and
appl ause] and al so Sheila Pack Merriweather who did such a great
job with coordinating. Not only for these activities, but she
keeps all of the Commttee on its toes and keeps everything
coordi nated between us and does a marvel ous j ob.



