Break

10:30 am– Noon

Session Two:

Would the absence of industry support of CME harm medically underserved communities?
Peter Pitts:

I’m the President of the Center for Medicine in the Public Interest.  I’m Senior Vice President at Manning, Selvage & Lee.  I’m a former FDA associate commissioner, and here’s my FDA joke for the day.  Two pharmaceutical executives are talking to each other, and one says, “I’ve got some wonderful news.  We’ve just got a drug in phase 2 that if it pans out and gets through the FDA, it’s going to provide the imbiber of that drug with immortality!”  And the other guy goes, “Yeah, too bad it’ll take the FDA forever to approve it.” [Audience laughter]  Relative to conflicts, I think it’s important for me to add that my wife is a democrat. [Audience laughter]  Most importantly, I am the father of two sons, one of whom has epilepsy, you know, a disease that is difficult to diagnose.  It’s difficult to treat, and there are many treatments for them.  Many of them are off-label, particularly in the pediatric realm, and so CME plays an extremely important role for me, not as a medical professional, because I am not one, but as a parent, and I think that these things need to be taken into consideration that when we discuss CME and its various ramifications and funding sources, it isn’t just a medical issue.  It’s a human issue.  We have a very distinguished and feisty panel for you.  Marissa Seligman, who’s a PharmD of Pri-Med, Gary Puckrein, President of the National Minority Quality forum, Tom Sullivan, the President of Rockpointe, Leonard Bielory, our medical representative on this panel, so if any of us suffer any adverse events from what’s being said, Len, we’ll call on you to help us out.
Leonard Bielory:
God help you. [audience laughter]

PP: 

And I hope that your lawyer’s close.  And Jeff Drezner, the CEO of Care Options.  The [beeping]


…underserved communities, I think, is an important one.  It came up just briefly via Tom Stossel in the discussion of rural medical care, but similarly, we’ll discuss whether or not a scaling back of CMA would, in many ways, result in what we’ve called Jim Crowe medicine, where you really have a double standard for who gets what kind of care depending on where they live and what their socio-economic status is.  I should also add that Jack Lewin’s comment that congress, fortunately at least at the present moment, is not considering tithing ?? take money currently used for CME to put it into a big pot to be doled out at their own discretion.  We could call those the doofus fees, but I’m glad to hear that that is not currently under consideration, but as you know, these things can change with tremendous alacrity.  That being said, let me introduce our first speaker of the day, Marissa Seligman.

Marissa Seligman:

Good morning.  Thank you so much, Peter, and Robert, thanks for the invitation for me to be here today to present.  I am going to be talking on commitments to CME that matters to patient care and perspectives on primary care education and commercial support.  That is my affiliation information, and my disclosure is that I am part of the senior management, employee of MC Communications, which is the parent organization of Pri-Med.  We are a for-profit education company, and we educate physicians in a variety of areas beyond primary care,  but I am gonna focus on primary care.  We do receive commercial support in the form of educational grants, and we also receive support from exhibits.  We collaborate with numerous accredited and non-accredited organizations, and I personally have no stock or finances that I manage.  I actually have a financial manager, and he handles all that, so he can take the worry from the events from last week, but those are my disclosures.  So who is Pri-Med?  As an introduction, Pri-Med is a very large for-profit.  It’s a provider of continuing education.  57% of primary care physicians in the United States participate in a Pri-Med education.  We have educated over 250,000 primary care providers.  We have awarded 1.8 million credit hours just in 2007, and on a daily basis, 210 healthcare providers interact with Pri-Med.  We produce nationally-conducted programs, large conferences, smaller, regional conferences and local conferences, and we do enduring materials in the form of online and print.  So we are, again, very experienced in primary education.  Next slide, please?  Or can I control it from here?  No?  okay.  And we do this with a large number of collaborators.  Many organizations have joined us, and we join them in producing education that matters to patient care, and as you can see them here, we, again, work with over 2,000 faculty.  We work with education partners.  We work with disease associations.  We work with a large variety of educational providers to get education to primary care practitioners.  Next slide?  So we have a lot of information on primary care providers, and that’s my focus of my presentation today.  Next slide, please?  So let’s start, since we’re in Washington, with a quote that we like to use frequently at Pri-Med, which is, “If you think education is expensive, try ignorance,” and that was a quote from Justice Bok, and that is probably the only Bok quote I will ever cite in my life, but it is a really good one, because it is so true, and let me give you the evidence about that, because it is all about the evidence.  We educate a large number of primary care, again, 73% of our attendees are DOs or MDs.  They are out there in the groundswells in practice.  They are not the academically oriented or academically affiliated practitioners.  They are there day to day managing patients in solo or small group practices, internists, family practitioners, GPs.  They see an average of 88 patients a week, and they treat diverse patient populations ethnically and also gender-wise.  80% of attendees of local conferences do come from within 30 miles, and why do they participate in education for primary care that we provide?  It is convenient, it is credible, and it is for CME credits.  They see patients with a large focus in cardiovascular areas, diabetes, hypertension, dislepidemia, and these are areas that they are most specifically interested in learning about, and we provide them with that education, and they seek education along a variety of formats: live, because as it was mentioned in the previous panel about the interactivity with peers and faculty, online, because it is convenient and available at all hours of the day, in print, because it’s portable.  You can take it with you.  So those are the kind of education that we do, and there are other providers of primary care education, but our research shows that physicians access CME frequently, and they do it to stay current.  It is not just about the credits.  As you’ll see, 54% of our learner community engage in CME more than twice a month, or at least twice a month, and they heavily rely from [unintelligible], they heavily rely on CME not just provided by us but by other providers, as well, to stay current on new treatment options.  That is a huge challenge for those who are in the practice, who are dealing day to day with the average patient that they need to make life-and-death or even just decisions about their chronic illnesses.  They need to stay up to date on the new treatment options, and they specifically seek CME to get information on new medications or clinical developments.  The physicians report to us, and this study, by the way, was not done by Pri-Med.  We contracted with a third-party organization to do it, so it’s not just about Pri-Med attendees.  It is about primary care as well as cardiologists, neurologists and psychiatrists, but these data focus on the primary care physicians 73 hours per year.  So they’re exceeding their general state requirements for CME, because they seek information that they can use in their practices right now.  We have been able to further stratify our participants by the types of education they seek in major topic areas, by the number of years that they are in practice, and tailor the education accordingly.  So they are seeing education, whether they’re newly out of a medical school, newly out of their graduate training, or in practice for 21 plus years.  So with that—and how do we assess their learning behaviors?  It takes a lot to run this ship, and we are not alone.  Providers are burdened and given the privilege of working with physicians to seek out and obtain their education requirements, learn from them, so that we can educate them, as well.  It takes a lot to run this.  All providers are compelled by ACCME requirements to get information on what learners need and then utilize that information in terms of their development of their activities, but then also to evaluate the activities as such.  We use these data, the evaluation data, outcomes data to continue to evaluate what we’re doing, how we’re doing providing the education that matters.  So it’s onsite data, it’s qualitative data where we actually engage in interviews with participants.  It’s quantitative data in terms of the numbers.  It’s electronic medical record data, patient assessment data.  We actually are going down to the patient levels; many providers are, and also doing chart audits to really see how physicians are utilizing the education that they are getting from our activities.  So these are some of the data that we have been able to get, which is this: case-based interactive learning formats proved to be the most effective in facilitating positive changes in practice.  So when there is an audience-response system component to an educational activity, we’ve been able to demonstrate a slight lift, if you will, but not really what we want, and if there’s not a case, meaning taking an actual patient case and analyzing it with faculty and the attendee interaction, the education is really not as beneficial as when we have an audience response system in place and a case base.  So those are the kind of educational activities that we as a provider are intending to learn and advance upon, and it takes, again, a lot to do this, and we use commercial support as one of the ways to enable us to put in these systems in place, to collect the data, to do the analysis, to work in our programs and advance our programs to provide the educational formats that deliver on our commitment to changing physician knowledge, or advancing physician knowledge, performance, and patient outcomes.  Physicians who participate in our CME activities use the information in practice to make positive changes.  These are the data that they report to us that in our 2007 Outcomes Aggregate study that 67% have implemented management strategies that have affected their patient outcomes, and that was after attending our CME activity.  92% expect to use all of the information, all of the information that they’ve gained in our CME activities, and we measure this as indicated very briefly before in one of the metrics by adherence to guidelines.  We look at how physicians have responded to a guideline before an educational activity and how they responded to it after, words in terms of their self-reported adherence to the guideline, and we are able to demonstrate through our education that depending on the disease states, there is increased adherence to particular guidelines, and that is especially important, given that it takes up to ten years for a guideline to be adopted by a majority of clinicians.  Competence measurements are also used, whereby physicians self-report their competence, confidence, and confidence treating a particular patient, and we use that by the case ?? scenario that I briefly mentioned before.  So these are all of the data that, again, go into our educational activities to demonstrate that we are producing education that physicians can utilize in their practice, and as I indicated, we do this with a lot of commercial support.  We are very sensitive to the fact that commercial support can be perceived as introducing bias into our education, so we have put through many firewalls, many—anyone who’s worked with us, and Mike Weber has worked with us and knows that one of his, as he commented before in terms of some of the concerns about our police state, in terms of reviewing content and ensuring that it’s fair, balanced, objective, scientifically rigorous, etc. are all intended to manage any concerns about conflict relative to commercial support, but physicians, as Dr. Lundberg said, they like it.  They welcome commercial support as the enabler of education for them to get access to education that is accessible and impactful on their patient care.  So we have surveyed our physicians and attitudes towards educational grants, and again, this was not done by Pri-Med, this particular study.  This was done by a third-party group, and that the majority of physicians have reported that they have been positively impacted by education grants from industry.  Next slide, please?  We have also, in that responsibility, say when we accept commercial support, it is our obligation to ensure that commercial support is being done and utilized correctly, and we have published these data and continue to publish data regarding how commercial support education lines up with non-commercial support education.  At Pri-Med, we do both, and we’ve been able to demonstrate in the 2007 data reported here that our studies demonstrate that irrespective of whether the education is commercially supported or not, that the material presented did not promote a commercial interest or business interest of any commercial entity, and actually, across the board, the non-commercially education did a little less well than the commercially supported education, and our thesis on this is that the faculty who are in commercially supported education are very sensitized by working with us and other organizations about the ACCME requirements and the standards for commercial support, the need for disclosure transparency, the need to do the education that is fair, balanced, objective, and scientifically rigorous, and in doing so, that translates them to education that is perceived by the attendees as, in fact, meeting all those requirements, as well as contributing to patient care.  We can provide you with those data.  Next slide.  We also reach out to our learner community, not just for their educational needs, but again, how the current perception of commercial support and whether banning commercial support would be a good idea.  Our survey here demonstrates that we sent this out and within 24 hours, got 200 responses to our survey about the impact of elimination of commercial support that was proposed by CJEV?? of the AMA, and 92% disagreed with that position.  We didn’t just ask them, though, a yes/no.  We asked them how it would impact them should commercial support be eliminated, and there were three things.  Physicians stated that it would increase their cost of getting CME.  Second is it would decrease the quality of CME out there by eliminating the ability of providers to do the education that matters, and it would also provide them with fewer opportunities.  And just to say that in terms of the comment before about the declining commercial support, we have seen a very high percent increase in the number of attendees of our live events, and they report to us it is because of the decreased number of activities that are available to them.  Okay.  All right, I’ll be finishing.

[unintelligible]

MS: 

Well, you can get me off the stage, because I’m running over my time.  It’s all right.  I’m so sorry, but those are the kind of data that we do collect, and we’re not alone.  This is what providers are doing.  We are attempting to do what we have been charged with doing by the ACCME doing the education that matters and doing it according it to the incredibly intense rules and regulations around transparent and disclosure and ensuring lack of commercial bias, and we’ll just get into this real quickly.  The outcomes, just in terms of underserved populations.  We do, as a provider, use a myriad of data sources, not those that are provided by the commercial supporter, to identify healthcare needs, and this is in terms of underserved populations, helping to attend.  Next slide, please.  That in one particular area in cardiovascular disease, you can map it to specific areas of the country and do education in those geographic areas that meets those needs, and we did this.  These are actually around cardiovascular disease.  We did a program in San Antonio for physicians who are serving underserved populations, particularly the Hispanic community.  Diabetes, dyslipidemia, and hypertension, and these are very active physicians, and they are seeing more of patients with these conditions, particularly in San Antonio, than the average Pri-Med practitioner, and we were able to show, next slide, that our education works, and this, again, is not unique to Pri-Med.  Other providers can do this, as well, but to show that with—you can just advance the slide.  That going from baseline and then having a live and an online linked education, in fact, can demonstrate that physicians can demonstrate that they have increased knowledge and performance around specific guidelines, and this is in particular, the area of diabetes HbA(1c) level, so this is demonstrating education that works.  Okay, and I’ll just get the next slide, because there are other presenters who will be presenting those cases, so that’s it.  So I just wanted to thank you for your attention.  This is designed to say, yes, we’re all in this together.  We are trying to produce education that matters to all of us as patients.  It’s a marriage of interests, but the interests to promote better healthcare.  So with that, thank you very much, and I’ll turn it over. [audience applause]
PP:

Just as you can see, some of these slides are complicated.  The facts are very important.  The line of sight in some of the room is poor, and I apologize for that.  The slides as well as an audio and hopefully a video of this entire conference will be available at CNPI.org.  Jeff.

Jeffrey Drezner:

Thank you.  First, let me say that Jack Lewin was legendary at USC.  His hair was quite a bit longer then, as were many of ours, and those were the halcyon days, the late ‘60s, the early ‘70s.  We were still dealing with the war in Asia and trying to figure out ways to get out of that mess.  Now we have a whole new mess that we’re trying to deal with, as I think George really pointed out quite nicely.  I’m here just as a sort of a way to tell you and show you that thanks to pharmaceutical support and funding, new models and new programs have been created and have been built.  Next slide?  One more time.  I just wanna be completely transparent.  These are at least 68 of the companies that we take money from all the time and who have really supported this effort that has been focused, really, on HIV, hepatitis, and in Hem-Onc.  Next slide.

We built this company in 2002, and for those of you who don’t know my history, let me also add that I did practice psychiatry in L.A. for 16 years and got very involved in HIV care in the very mid-‘80s, recognized that there was a tremendous need for patients to get treated outside of the hospital.  Those were very difficult days.  There were very few treatments available.  People were having quite a bit of difficulty finding support nurses who would actually touch them, food handlers who would bring food into the room, and/or doctors who were willing to actually provide direct care.  From that experience, and also watching a number of my friends and/or patients die from HIV, I built a really nice, well, I think nice, company that provided alternate psych care, and as a part of that, got very much involved in medical education, because we realized that the physicians needed to be kept current, the nurses need to be kept current and also supported, and that was when I began to get very engaged in building medical education models, and so we’ve been doing this for about 20 years now, and then in 1985, started another company called Healthcare Communications Group.

I met Peter Frishoff?? in 1997.  In 1998, we merged my company with his.  We were four times bigger than Medscape then, which was really sort of an interesting phenomena, and we became the first to put CME completely online in 1995 and 1996 around AIDS care and began the whole concept of building specialty portals for the care providers around the world, actually, is what really surprised us.  I founded Clinical Care Options in 2002, 2003, because I sat out for a couple of years, and I watched medical education go sideways.  That was right after the internet bubble burst, so there was no more funding available to build internet models, like there were in the halcyon days of the internet, but we really built this company to try to do things differently.  We wanted to build innovative models.  We wanted to find out if there were new, different types of approaches, whether we could apply adult learning theory and all sorts of other things to try to really make a difference, first in HIV then hepatitis and then hematology and oncology.

I’m gonna show you a little bit of what has yielded, and again, thanks to a tremendous amount of support from pharmaceutical companies.  So we wanted to really understand our focus groups.  Our focus groups told us in those days that they wanted to go to one site for as much as they possibly could get.  They didn’t like the notion of having to surf the internet to find a lot of data, so we set out to build models and programs that we could aggregate in specialty portals and then drove those portals out to the people providing the direct care, so we invested over the last five years about $5 million in new technologies, another couple of million dollars in being able to reach out and find these physicians, and even though we are a for-profit medical education company, and that’s all we do is medical education.  We’re not ACCME certified by choice, actually, and we work with a variety of both medical centers and for-profit groups to be able to accomplish this, and the goal was to build innovative models, new models, and to see if we couldn’t fill a need and help physicians to do what they needed to do.  Next slide.  So we did spend millions of dollars, and even though we were a for-profit company, we were not very profitable, and that was an interesting challenge in and of its own, but we did believe that we could make a difference.  We really did believe that we could help physicians provide better care, and what we did was to then figure out who our populations were, next slide, and what we began to realize is that we had doctors who needed medical education even in academic medical centers, because they needed forums and places to share their ideas and to learn from other clinicians in other medical centers, that we needed to provide care and services to both urban and rural centers, and all the doctors, we realized that they were prison healthcare and/or addiction systems that were really very much in need of medical education.

Managed care groups also were in very much need, because they were not providing very much support to their physicians other than trying to manage the amount of fees that they were willing to pay then, which was quite a problem.  There was also, we noted, the AETC, which is a government-funded program that provides medical training around the country for AIDS healthcare providers that could also benefit from what we were doing.  We also recognized that there were inner-city clinics and that there were also third-world countries, and we got immediately involved in going to the international programs and trying to create programs from there.  The models that the teams built are really unique, and I don’t have time to go into them, but I would encourage you to go to ClinicalOptions.com, take a look in any of the three specialties.  Just go around, try the conference coverage models, try the interactive cases.  It’s branched logic.  It’s flash-based.  It’s beautiful stuff.  80% of the physicians who start our cases finish them, which is a real testimonial to our technology team.  We have ten guys actually out in Restin,?? which is pretty close to here, who do nothing but think about new ways to apply our technologies that make things easier for the physicians.  We do annual programs that get everyone completely up to date in their specialty so that they learn what’s actually going on.  We have dialogues amongst our clinicians and our specialists.  We also provide a ton of PowerPoints and animations for people to use in their own teaching within clinics.  We find that the use of these PowerPoints is really extensive.  We may have four or 5,000 specialists download and use a set of PowerPoints that they use extensively that then touch at least another 15 to 20,000 healthcare workers in those particular fields.  It’s been really terrific.

How do we measure our success?  We do a lot of internal dialogue, and we also do a lot of metrics.  One is, have we been able to create new and innovative models that actually work?  We look at the number of our members who joined.  You have to sign up on our site.  It’s open to everyone: physicians, patients, the press, the government.  Everyone is on our site all the time, and then we look at the programs that we build, and we try to understand how they’re used, the number of people who come to them, what our metrics are, and then we do outcome studies that have been also funded by a number of pharma companies that are not done by us.  They’re done, as Marissa says, by third-party members, who do them completely separate from us.  The next slide shows you—is that the next slide?  Did we show the members one?  Huh.  This is out of order.  Is there another one after that?  No.  Yeah, there.

One of the ways we try to assess our value to the community is we keep track of who our members are.  This is for HIV treaters in the US and around the world, and you can see by the numbers there that we do touch about 80 to 85% of all the HIV treaters here in the US and a huge number of HIV treaters around the world, and what’s important is that they give us feedback all the time about what they think about our programs, how they think about our programs, and we also track the use and utilization.  What’s important is that comment I made about what George has done at Medscape, and that’s when you look at the actual metrics of the number of times people come to a program and don’t claim credit but come just to learn, which is a lot of what the physician community does, is that those numbers are astronomical.  They really are.  We only count number of times people come to our site for one program.  As many times as they come, we just count them as one visit, and we find that they come four, five, six times to the same programs over and over and over again.  Next slide.  Actually, can we go back two?  One more.

We do in-page video, we do live programs, and we do help people understand what’s going on at meetings around the world, where new data’s coming out.  We integrate that information.  We get faculty to talk about it.  We have to edit it.  We have to make sure that it’s fair and balanced.  We do that all the time with our editors.  We have 19 fulltime editors for three specialties, which I think is pretty amazing, and their mantra is, besides fair and balanced, is “is it readable?” because one of the problems I had when I was a physician in training and after I was in practice was that much of what I would get was not legible in terms of once you started reading, did you finish reading it, and so we have found that we’ve had to hire editors that are really unique in what they do and being able to make sure that what the physicians are writing really is translated into something that is a compelling read that takes you from the beginning to the end, so that we help people go through that educational process.  Next one.  We’ve also built a number of cool interactive models.  This is a lecture done by Eric Dar??, and what we’ve built into this model is the ability to pull, so we engage physicians while they’re in Sioux Falls or Atlanta or wherever they are, so they get this on a rural basis, if you’re a rural treater or an urban treater, it doesn’t matter, and we ask questions throughout the process.  We use learning theory to engage them, to keep them actively involved in their learning process.
[00:30:00]

JD: 
…we give them feedback on those questions all the way through and we also tell them how they’re doing next to their peers. The next one after this is another thing that we do, we monitor traffic and usage, because metrics are really critical. One of the things that we found, is the conference coverage, getting the newest data out to the physician as CME is really critical and really helps them practice, because in HIV you know that there’s more information coming out almost every day and when we look at our models year over year and we probably do about 130 programs each year just in those three specialty areas, and we look at the change and the evolution in science it is enormous, it is absolutely enormous and for them to try to keep up with it is like trying to take a sip of water from a fire hydrant, and I know you’ve heard that analogy before but it is absolutely true.

What we’ve found is that thanks to the support of all the pharmaceutical companies that do support our programs, single sponsors and also multi-sponsors, is that we have been able to create a portal where we have a ton of information of every variety about every specialty area that we cover, so what you see is people coming to our site all the time looking for this data and so rather than posting a program on the internet, sending out an email announcement, watching it spike and then drop down to zero, what you see with all of our program is constant evolution in the number of people actually coming online and using these programs. This is from CROI, the next one is annual program we do every year that sort of says here’s what’s new and different in HIV, people keep coming back to it and using it, [aside] next one please, and then the next one. 

And this a journal options program, this is where we summarize the new and latest journal articles, we provide powerpoints for the faculty around the world who download these powerpoints the next day and put them into their talks, so we’re always thinking about how to better educate all of the physicians out there. 

The next one is just a little bit of data, we’ve been doing a survey every couple of years of our hepatitis treater members and what we’ve learned is that the amount of CME that they’re getting online grows every year and the number of people who are in the blue boxes who are not getting CME online keeps going down and down so we are able to judge and evaluate how these physicians are trying to get their medical education. 

So just a thought or two about why I’m glad I’m here, we’ve been beaten up mercilessly in the press and by a number of groups that seem intent on trying to stop any pharmaceutical funding of CME, which I think is absolutely wrong, I think we have really fulfilled a tremendous need amongst age treaters, hematologists, oncologists and hepatitis treaters here and around the world. We are read in over 220 countries. We get a ton of messages from these treaters thanking us for the kinds of programs that we put out there and they’re telling us directly that it makes a tremendous difference in their ability to take care of people with HIV, with hepatitis and other illnesses, but we believe that we are the innovators, we have spent the money, we have worked really hard to try to find out how to do things better and I feel very proud of my team for being able to create models that we think have really made a real difference and we are not what the antipharmazealots would like you to believe, we are not the bad guys here at all. So we’ve been recognized by a number of our potential partners, we work with the American Academy of HIV medicine, we work with the National AIDS society, we work with the Coalition of Cancer Cooperative Groups and we’ll also be announcing in the next couple weeks several more partnerships with very highly regarded, very well-meaning and really important groups that do also make a difference in the care of patients. This was just a slide I found that really is how we view the flow of new information and new knowledge, we think its critical that pharma keeps supporting this because there’s so much more new information coming out every day and that if pharma doesn’t support this I don’t think there’s anyone else who can do the same job. 

We have, by the way, a ton of testimonials, and I’d be happy to share some of those, but for those of you who work for Senator Grassley Or Cole or others, please ask the physicians in your communities whether or not they know about our program, whether they use CME, how they use CME and whether it makes a difference in their ability to stay current and provide optimal care. Thanks

[Applause]

PP:
Thank you Jeff. Our next speaker is Tom Sullivan of Rockpointe. Tom I just want to take the opportunity to thank you for helping us put this program together. Tom has been the regular boot in the behind to make sure that we got the job done, that we got the right people on the panel, that we reached out to you guys to attend and just did not want to miss the opportunity to say thank you. 

Thomas Sullivan:


I’d just like to thank everybody for being here, my goal today is to try and bring the human side to what CME and kind of bring the human side to what we as companies who hire people to help us to bring education to physicians and how important that is to the physicians and it ends up being important to the patients.

 Just disclosures, I had a list of companies I just thought, we get grants from pharmaceutical and device manufacturers. I want to talk about two programs that we did this year and one on osteoporosis that’s kind of been an ongoing program, it’s just a company, I have a medical education company called Rockpointe, we only do CME, we have staff of MDs, PhDs and PharmDs, who, these folks wake up in the morning and they think about medical education, they think about how they can help patients, how they can help physicians, every person on my staff can easily find a job that would have much greater financial benefit at the end of the day, but they really see this as their way of serving back to society, of really giving back what they do and it’s just been tremendous. In fact, the woman who helped me put some of these slides together on Friday had a baby on Saturday morning at 7 o’clock. So these are some dedicated folks. 

Osteoporosis is, as you guys know, a pretty large problem, there’s about 25% of all men and 50% of women will have fractures after the age of 50 years old. It’s a huge burden economically, to the system, for hospitalizations and nursing home patients and fractures, the direct cost is between 12 and 18 billion, so it’s a very expensive disease, and it’s very devastating when someone gets a hip fracture and it really oftentimes osteoporosis can lead to a lot of other really bad things in a patients life. So we’ve been doing osteoporosis programs for probably ten years. Recently we’re doing one where we’re trying to teach the absolute risk factor of what is a person’s real risk of getting osteoporosis, and then what are the available treatment options to them. We looked at the measurement, what happened prior to the activity, what was their knowledge prior to the activity, immediately after the activity and then three months post the activity, and we’re doing this with all our activities. 

And what we found is that just like when you build a house, in the case of a chronic disease like osteoporosis you get incremental change. So right at the beginning about 40% of the people knew, were competent on treating. And what we do is we ask them a lot of questions about, hey if you had a patient like this what would you do, and then immediately post and then three months later, and what we found was just an incremental change, and what we found though is that patient compliance increases, fracture risk assessment is better, and even better identification and management of ??. I mean these are patients, again, this is helping physicians get from relatively middle of the road knowledge back to much more knowledge back to where they remember part of it, but it’s making an incremental change. 

The other kind of case study is on RSV. RSV is a leading cause of infant mortality and about 500 children a year in the United States die of it. Basically it’s infants that get this. The risk of acquiring RSV infections range from a whole lot of things, from the mother’s education to multiple births to past exposure and then a second part, and what we find is that this really effects kids that have congenital heart disease, that are born in multiple births and are born in prematurity. So this is a very kind of serious disease for young children. 

The other piece of this is we worked, we understand that medicine is not just about educating physicians and that support for education is not just about educating physicians, its educating pharmacists, educating nurse practitioners, its educating physician assistants, nurses, it effects a lot more people. In this case it was a pharmacy program that we looked at the management between physicians and pharmacists and what they knew. And basically at the end of the program we wanted to demonstrate their ability to identity high-risk individuals for RSV complications, because a certain number of these kids are at high risk for serious complications and that’s kind of what that slide was. 

And what we found was is that initially about 15%, in this case it was pharmacists but physicians have been coming out about the same, have about a baseline competency in dealing with RSV infections. Immediately after about 37% and three months later it was about 76%, I think what it is, this is called transformational change in the learning literature, and these patients, these physicians and these pharmacists are transformed, they say, you know what, this is really bad. They start seeing the problem, they start thinking about what they can do, and just a couple of the things that they said, they were better at identification, at adherence to the guidelines, they saw the importance of hand washing. Believe it or not, a lot of physicians and pharmacists don’t wash their hands between patient visits, and that’s huge in pediatrics. 

So that’s just kind of, these are two case studies. I want to briefly just talk a little about CME companies, why have CME companies. There’s currently CME standards that apply to everyone, they were revised in 2004 and we got additional guidances this year. They all emphasize, and I think every CME provider is really putting their emphasis on this, which is independence of the supporter, conflicts of interest are disclosed and resolved, I mean we have a whole process for this. Off-site, on-site monitoring is coming, and I know the finance committee report that the Senate did two or three years ago was critical of our industry but a lot of those cases, actually all those cases, were really prior the changes that have been made in CME after the OIG and after different things that have happened. 

The process that we go through, we do a needs assessment, we do an interview with doctors, we just find out what’s really important. Then we go out, just like anybody else would if you were a private company and you were going to the Robert Wood Johnson Foundation, you find out who’s going to fund it, you collect the disclosure information from the physicians, and actually we do a process where we collect the disclosures before we even invite them to speak so we know what we’re dealing with ahead of time, and then we resolve the conflicts of interest in mixing up panels. We do external review of the content, and then external review of the content includes reviewing every slide that every presenter does, and then we do outcomes assessments at the ends. 

Now just a couple of things, why companies should be involved in CME. One is that medical education companies exist to develop clinically relevant and scientifically sound education that resonates with physicians and other healthcare professionals. In the past ten years organizations leading the charge towards more cost-effective solutions in education formats including web base, multimedia teleconferences, interactive modeling. I mean, we’ve been at the forefront of innovation. The other reason that I think private companies should stay involved in CME is because we have freedom of expression in that, we’re not tied to a specific university or membership base where we have to only hire those people who are at our university to teach, we can go out and look at who’s the best experts at whatever subject it is, no matter what the subject 

Also, as I said before, CME is our core business, our people wake up in the morning and they think about CME. And also, we are adherence to regulations. If we don’t adhere to regulations we’re out of business. So our people are very good at making sure that we follow whatever the regs. And we’ll take whatever regs you give us, but we will follow them to the T. So that’s all I have. Thanks. 

[Applause]

PP: 

Gary. I’m pleased to introduce Gary Puckrein, President of the National Minority Quality Forum. 

Gary Puckrein:
Good morning. I can start off by saying I have nothing to disclose. I’m not in the CME business and so I am sitting here saying to myself “so why’d you get in the middle of this dog fight.” In Washington you have to pick all kinds of fights and you have to pick and choose your fights and so since we don’t do CME I was sitting here scratching my head. But let me tell you what we do do, and why this is important to us. 

The National Minority Quality Forum came together in 1998 really to look at health disparities, so why are minority populations receiving disproportionately bad care, why are we seeing this higher prevalence of chronic disease in minority communities. And what we’ve focused on in the last decade is collecting data at the ZIP code level. Folks who know us know that I’d be whipping out a million slides at the ZIP code level to show you the prevalence of diabetes, cardiovascular disease, kidney disease, etc., and raising questions about so why do we see the level of diabetes or HIV in these communities and what’s the quality of care, what’s the cost associated with it? 

But here we’re also talking about a quality of care problem. One of the things I find most fascinating about Washington, it’s more about perception than it is about reality. So someone perceives out there that the CME industry is directing physicians to provide drugs to patients that may need them or should be on something else. That’s not what we’re seeing in the minority community. Let me give you some facts. 

First of all we really do have two health care systems. One that the majority goes to and one that minorities go to. Minorities are disproportionately underserved. And it really starts in the research and clinical setting. There’s an under representation of minorities in clinical trials. The way our system is built is that we tend to have a homogenous clinical trial environment and once the drug gets through FDA and sometimes NIH has been trying to do better with clinical trials in terms of getting minorities in them, but its used as more of a carrot on a stick, but the point is, we still have that under representation. 

What then happens is that in a clinical setting we generalize about the effectiveness of medications on minority populations, so that it become very very important for a dialogue to happen with physicians so that they understand the effectiveness, both in terms of efficacy and safety of drugs for minority populations. Give you one classic example that sticks out as a huge problem. There was a lot of work done in chronic heart failure, on ACEs and ARBs, and if you go look at performance measures today, the standard for ACEs and ARBs for chronic heart failure. Well the science is they don’t work as well in minority populations and actually this led to the African American heart failure trial, one of the largest clinical trials, in fact the only clinical trial in American history, that was done on a race specific population, African Americans. And they showed that that this new drug combination of two older drugs worked very well in the African American population. Huge reduction in mortality, huge reduction in hospitalization, nobody’s using it, nobody is using it. About two percent of the patients in the country get put on this therapy, and a lot of it is because the company that was doing it wasn’t very good at CME, wasn’t very good at educating physicians about it. They have since demised and what we have now is a situation where people are needlessly dying because of the absence of this therapy. 

If you go to the state of California for example, what we have there is that the FDA has come out with these priority drugs, well in California, Medicaid is extraordinarily important for the minority population. About 34% of all of the Hispanics who have health insurance in California are insured by Medicaid. About 32% of African Americans who have insurance are insured by Medicaid. Medical doesn’t provide access to FDA priority drugs. Priority drugs are those drugs which the FDA has fast-tracked because they’re life saving, but these drugs are not available to minority populations. 

So here’s the fact. The fact is that when we look at the landscape right now, we’re getting close on 80% of all prescription drugs in this country are generic. Think bout that for a second. Generics don’t do CME. They’re older drugs that have not been tested in minority populations, so historically we’re generalizing about them. And so when I hear this discussion about CME, I’m sitting here scratching my head saying I don’t get it. When you look at the marketplace, what the marketplace is saying is that doctors are not really responding to the CME in terms of generics because they’re providing more of them. At what point do we have enough of them? 

What’s also important is that with these older drugs, you don’t know the science of them as they relate to minority populations and the generic companies are not encouraged to do trials to understand the efficacy and safety of these drugs. 

Take Warfarin for example. I had hip surgery two years ago. So the doctor comes in, puts me on Warfarin, so how do I use that? Not a clue. The nurse comes in, I say, how do I use it? What do I use, I mean with Warfarin you’re not supposed to eat green vegetables, so what’s a green vegetable, how many can you eat? Not a clue. There’s no booklet out there, and it becomes particularly important in African Americans because with African Americans there are differences for African Americans on Warfarin. I could go down the list here. And the point of the matter is basically this, something that drives us as a company and sort of brought me in the middle of this fight. In the year 2020, which is about 12 years away give or take, 40% of the US population is going to be minority. The country is going to become more diverse. We don’t have a healthcare system that is built to provide quality to a diverse population. 

We’re fighting wars of the 20th century, I mean, maybe CME was an important fight in the 20th century, but that’s not the fight of the 21st century. The fight of the 21st century is, one, we have a very diverse population coming on, we have to figure out how to provide absolute quality to every one. Number two, our country is aging on top of that and I would also point out this longevity revolution is extraordinarily important. Where we need to be is putting our foot on the pedal in terms of research and transitional research to get that quicker and quicker into the marketplace. That’s how we’re going to reduce the cost of healthcare and improve quality. If we sit around here and continue this discussion about 20th century medicine and the fights of the 20th century, what we’re going to find ourselves is a healthcare system that we truly cannot afford. 

It is project now is that by the year 2017, right now we’re spending about two trillion dollars on healthcare, by 2017 we’re going to be spending  3.4 trillion dollars on healthcare, and still unable to provide quality care to diverse populations. 

I want to give you one other food for thought, since its Washington and we like to find fights. Let me give you a set of fights that we want to consider. And we’re talking about physicians and prescribing patters, etc. In the minority population, we’re obliged to fail first on old drugs, I mean the science is really clear about that, that what’s happening to minority populations, because we’re disproportioned on Medicaid and Medicare, what’s happening is that we are getting all those generic drugs, sometimes they work and sometimes they don’t work, and we’re not getting access to best modern therapy unless we fail on old medicine. I think that’s a huge problem that ought to be discussed. If we’re going to talk about health disparities at all, I think that’s where to begin the conversation.

I also think what’s worthy of conversation is the fact that, physicians and pharmacists are being incentivized, given money to put people on generics. So if you want to have a discussion about ethics, how can you allow physicians to be incentivized on generic drugs and if somebody in a branded drug did that you’d haul him into court. I mean, you’d arrest him for god’s sake. So there’s another fight that you should really take a look at, if you really want to clean up the mess, really have a look at the quality of care that patients are receiving. 

There’s a lot of work to do here. We have to do this, and we would always argue by the numbers. So when anybody is talking about whether CME is driving up the cost of healthcare you’ve got to ask them for the numbers. Give me peer-reviewed numbers, fact, let’s not make it up, because you’re spending too much time and a there’s a lot of time and energy being put into this discussion and we’re not looking at the real discussion. The real discussion is, we have a healthcare system that is really not built for our future. If we want to compete in the global marketplace I would argue that the place to go is to make our population healthy, to put our foot on the pedal and dare other societies to keep pace with the investments that we’re making in human capital. There is a real, scientific, evidenced based value to improving human capital. That’s the discussion of the 20th century. And that’s why I got in the middle of this fight. Thank you. 

[Applause]

PP: 

Thank you Gary. You raise an interesting point which is trial and error medicine which is really 20th century medicine, and is neither, it’s not good for the patient, it’s not satisfying for the physician, it’s not economically in anybody’s best interest and what role does CME play in transitioning us from trial and error medicine to something else, to something more personalized. Our final speaker on this panel and before we take questions is Leonard Bielory, Leon, come tell us the way it is. 
[inaudible]

Oh yes, our second to last speaker is Leonard Bielory, and Leon is going to wrap up.

Noon-12:30 pm

Center for Medicine in the Public Interest

Conclusion:

Dr. Leonard Bielory:  

Thank you very much and thank you for having me here. I’m a physician actually in the trenches and I do want to make some comments because I sit with many, many hats. One of them is that I’m Chair of the Clean Air Council, for example, in the New Jersey Department of Environmental Protection. I’m the only physician there, like I’m only here, and I sit with lots of lobbyists. 

Woman:  [inaudible]

Dr. Leonard Bielory: 

Oh, I’m sorry. You’re treating…well, psychiatric, you know, what do you want?

[Laughter]

Dr. Leonard Bielory: 

I have a motto, I have a saying. Us surgeons know a lot, you know. Do everything, know nothing. Internists:  know everything, do nothing.  Psychiatrists:  know nothing and do nothing.  Pathologists:  know everything, do everything, too late. So there’s a statement in there, but on the next slide, I just want to say a disclosure. I do a lot of things with a variety of people. I train at the NIH pharmaceutical companies, both from industry as well as NIH in the EPA, so therefore I’m broad spectrum on that regard and my motto is that I tell anybody who’s out there, if your name’s not up there, I will be more than willing to talk to you afterwards and we can discuss it, but the idea is balance. It’s very critical. Literally I’m director of a division of asthma analogy research center. I’m going to focus a little bit on asthma as an example. It is very key that “we are the soldiers in the trenches”. You are not making legislation for the soldiers in Iraq right now. You’re not going to hold back the weapons. The weapon we have is “education”. If you legislate it, you will decrease its impact. If you legislate that they can only have six rounds for “today to shoot up the enemy”, you’re holding back the ammunition from which we are to work with.

Education:  Clearly we’re always looking for what is best, the outcome. Education itself does not work. You can just keep it in the [inaudible]. Information is what we do with CME. We give you the information, but on the next level, it’s knowledge. How do I take the information and integrate it? Do I change? Do I make an impact in using it? Giving me and sending out…I can have legislation created to send me guidelines on asthma. I can show you the numbers of how many percent-wise read it, how many use it, and actually how many comply to it, so it’s not just delivery. It’s utilization all the way down to changing. Are we making a difference? Are there outcomes? And you’ve heard some good models. It’s very clear, but we need to take it back. Once I know how to do it, I get the information, I’m a specialist. I go to meetings, but I have grand rounds at a medical school. I’m a director of a division. I have grand rounds in my sub-specialty. I have one to two private practitioners come in on a weekly basis. It doesn’t get out there. The soldiers are not being armed properly and I actually offered to give free pulmonary function devices to primary care doctors and it is not being incorporated. How do we reach them? Now you’ve heard the increasing numbers and I’m really pleased to be the end, because the reason for those increasing numbers is there’s many factors. It’s multi-factorial. As the new generation of physicians come in, they know how to use a computer, so there’s a technological hurdle. You’re graduating physicians who will no how to use technology and they will use the Internet. Those who are over 60, I guarantee you there is a technological blunder. They do not use it. They prefer the contact and they still go to annual meetings because you need interaction because you cannot get knowledge and utilization from a pure screen. You need a simulated patient. You need discussion. You need the discussion why is this one different? So there’s a difference.

Now over this concept, the word doctor, everyone needs to teach. It’s not a dictator, it’s a counselor, jurist doctor, medical doctor, doctor of dental sciences, social sciences. So if you look at the impact and you heard, if you take social sciences, for us to change society it takes a decade. Years for us to make an implementation that practice guidelines in medicine or even legislation. You’re not going to see it the day after you impose legislation. It takes 540 days, these are average numbers, but in law you have Congress in session twice, several times. They legislate, create, once twice a year you come out with a new law. Very simple and to the point. You have medicine. I can tell you on a weekly basis I get another study. I don’t know how to implement everything into the master plan of health care, but I’m a specialist. What do you think it is for the primary care? So legislating education down to a narrow focus is going to lead to a decrease of ammunition. Here you have economics. My God, last week a meltdown occurred. How fast are we responding to that? This week Congress will start talking about, I agree, I don’t think you should maintain the CEOs getting a parachute clause that’s worth billions of dollars or whatever it is, but the scenario is that you are responding immediately. You have the ability “in economics” to make changes. If I don’t want to buy it, I don’t buy it now. I have an immediate response. Where I am and specifically, I had a specific issue. UMDNJ was under Federal monitorship for not the faculty, not the employees, but the top administrator spending millions of dollars on reallocation. To that, we had a Federal monitor, receivership, they came in and said we either shut you down or you follow what we say. That lead to a heck of a lot of compliance. People were scurrying for holes. Doctors were still taking care of the patients, but all of a sudden, I have…to come here, I can’t tell you how many pieces of paper I had to put out, mail. To come to this meeting it’s almost at a police state. I felt that I’m now in the USSR. We’re reconstituting the anti-liberty to be able to speak out. I’m tenured.   

I’m supposed to be able to speak out, but it is clearly some change in “freedom of speech and freedom of expression”. I know the paper was submitted. It said, we’re talking about climate change versus global warming. Because it was a Federal grant it had to change from global warming to the word climate change, because global warming is not a politically appropriate term. That’s a form of censorship. Are we going to implement such concepts into medical education? Would you want to send your daughter or child to me after I don’t know what’s going on? There’s something wrong with the equation and it’s a repetity of perception. Perception is nine-tenths of reality. It doesn’t make it true. What I perceive and that’s what you’re seeing. You’re seeing some problems, but it is being corrected in certain ways. So I had an issue of academic versus government and actually I made a very clear statement in my response, a five-page response back to the changes in CME that they wanted. I said basically, the people who created, there was an ethics committee by the state, I said if you abide by it, the doctors will. They actually rescinded 97% of the changes basically saying, we have an ACCME guideline, let’s follow it. The only thing they added to it is that I have to report on an annual basis every dollar I’ve gotten from anybody, whether I’ve gotten travel for here or when I’ve gotten an honorarium. I would like to have that done for every legislator, as well. Oh, that would be a problem wouldn’t it? So what, ethics for one and not for the other? I missed something here. I take it personally, because I take a Senator, a Congressman, a lawyer, a physician, and an accountant all as professionals. If you don’t trust them, you don’t go to them. So the idea was that, I put it in red, versus. It really was academics versus the state in the incorporation of these new compliance guidelines. What I created was integration.

The existing ACCME rules and the UMDNJ approach, academic versus private. Well, I have to admit I’ve run into some problems. I think the ACCME is addressing them. You’ve been hearing the changes occurring. I think what you saw was the pre-three years ago. I’d like to see how fast Congress changes some of the changes on “political action money” or whatever [inaudible] that are created, how fast? It’s being done, so knowing what you’re about to legislate, I think, is very important to you, or I think it’s inappropriate at the time, because I think you need to see whether the system is really broken.

Objectivity and peer review of all CME:  I think that’s a litmus test. I also believe, I said can you read? I can give it to you and you can be the reviewer? Can you read it and can you tell me who paid for it? If you can, there’s something wrong with it. It should be balanced. 

Outcomes:  this is the reason we get education. We want to change practice to help disparities. I am in a health disparity inner city area. There are children out there or others, how about NORD. How about rare diseases? I treat HIV patients. Should I not do clinical studies on them and not lecture on it to teach others how to use a drug? That’s basically what’s going to happen meaning I can’t do the study and lecture on it to tell others that they should be using product X, Y, or Z and how is it used and what were the adverse effects? It’s a rare disorder. Who’s going to pay for that? I also find it a little interesting about the Warfarin statement. What percentage of the country is now taking generics? You know how much prescription, an answer? Eighty percent. Are they paying for any CME? Maybe that’s legislation. Mandate “generics should dedicate research and development and education on the use of generics”. They didn’t what green herbs [inaudible]. 

Complimentary medicine:  well, I have an [inaudible] on that, as well, or had and that’s a very interesting area. If you take garlic and you take Coumadin, you can bleed to death on the OR table. It extends bleeding time. So these are things, how do you get the education? 

Invest in partnership, don’t demand it or dictate it and I put it in green. Partnership should be academic with government, with private. Private can do things that academics won’t do. We’re not going to invest millions of dollars in new technology. We can barely get the advance whether we’re going to Microsoft this or that. Academics moves very slowly in incorporating new technology. It’s probably right there with Congress. Strike that from the record, please, but that’s the point.

So, the primary care is on the front line. They’re 90% of the caregivers. Pediatricians, family practitioners, those are not licensed nurse practitioners, they’re all there. They’re probably doing more of the care now because not one, when Clinton was president, a political statement, not one “law” was passed regarding managed care, but yet managed care became the law of the land. It became created. Everybody’s affected by it. Did it balance out? I’m not here to editorialize, but it did change things. 

Sub-specialty care:  look, I can only see X number of patients per day. You have soldiers out there, the primary care. People who need that and they’re all younger. They’re getting younger and younger in population. That’s why you see, the numbers in Internet use or computer use is increasing and that’s where they’re getting their information.

Outreach:  I do believe this is very important. If you have to assist in diagnose and treatment will generate, prove outcomes, how does one provide assistance? Actually the examples were given. CME with actual cases, simulated patients. I hid one slide. I don’t know if it’s hidden now. Yeah, it is hidden, but the slide is basically, the scenario is this:  we have electronic medical records, you’re going to have a future. You have a future design. Give people credit for using the record and if they show improvement and involvement, give them CME for doing the right job. I think you’ll find more people complying to “guidelines” that national boards have created 10 years ago that will take maybe five years or three years to implement instead of 10 to 20 years. We put it in the NIH guidelines. I train at the NIH, so I mean the background that I have, and I’ve seen it and still the percentage is too low, but yet, I can say asthma mortality may be leveling off. Maybe we’re saturating who’s going to die from it or is it because we really have made an impact in education and actually implementing the use? Individuals in the audience have come up with a new drug. Does everybody know this new drug? I guarantee you not, but if it wasn’t for some sponsors, now you have to balance it, you’ve got to be reasonable, but that’s what the professionals need to do. We are professionals. If you don’t trust your doctor, don’t go to them.

Restrictions on industry funding:  will leave physicians uninformed and basically without the ammunition, but they will not be unbiased. One does not equate to the other. 

So again, taking the information, going to knowledge, getting it to be used in improving health outcomes, that’s our goal and that takes [inaudible] if I know my outcome is getting better, I’m going to say I’m going to prove more utilization, I will get to disseminate more knowledge on it, but we’ve got to get it out there. I’m only one person. Like I said, I can do grand rounds till I’m blue in the face. I’ll get one or two people coming in a week. I do need partnership with a proper oversight and I have to say, and there have been in the past and I have been involved with them and interestingly, I go to a meeting, I will speak up, and “I would not be invited to the next meeting”. Sad, but I’d rather not be associated because God gives you one thing, what comes out of your mouth is yours alone. 

The point is, and that perception is nine-tenths of reality, the pleural of anecdote, which people say is basically a perception issue, every person, I have a case, those are anecdotes. The pleural of anecdote is not evidence, it’s anecdote. It remains anecdote. Until you can show me the evidence like Tom Stossel, the scenario is the following: you need the evidence before you leap into it. No one would take a drug without the evidence being proper. If you took the drug on anecdote, that’s how the FDA was created. Everybody remember at the beginning of the Wizard of Oz? What was the opening scene? Someone selling snake oil, right? The Wizard, he appears at a little wagon and he’s selling snake oil. There was a problem with snake oil. It was tainted, ergo the birth of the FDA. You would not take a medication on anecdote, because one person, you take it on education. Don’t limit it, expand it, partner with it. Thank you.

Peter Pitts:  
Thank you Leonard. You raised something very interesting and that really hasn’t been discussed and I think it’s worth repeating which is that nobody, I think, is going to stand up and say that partnership with academic and private and government sources is a bad thing, but it’s not being discussed. I think that’s something important to remember. Carolyn, do you want to speak now or after the Q&A for the panel?

Ms. Caroline Patton:  [inaudible}

Robert Goldberg:  
Caroline has been working on a white paper, to sort of bring everything back to the beginning, which is we have CME, we have this gap in primary care, and she’s going to summarize very briefly sort of a work in progress of what the real gap and what the real need is so that as we begin to try to bring industry back to the table, because we think scared them off, I think that’s part of the consensus, to sort of underscore the fact that there is this need for these partnerships, so she’s just going to discuss briefly some of the very interesting findings that we’ve put together.

Ms. Caroline Patton:  
All right, thank you. In conjunction with this paper, I’m not going to go through the whole paper, I promise, but I’d just like to highlight a few things and there are some facts on underserved populations, that I think are relevant here, that I’d like to share with you. And then we also at CMPI have sort of a plan in the works for expanding the CME system to help with that problem and I’ll go through that briefly, as well.

In 2007, 56 million Americans lived in areas that were classified as having shortages in physicians, primarily general practitioners including pediatricians, family doctors, but also specialists, particularly OB/GYNs, which has the consequence of forcing general practitioners to deal with prenatal care and actually deliver babies because they don’t really have a choice. In another 15 years, in 2020, the U.S. will have 200,000 fewer doctors than it needs and I think that that’s a pretty dangerous situation that we’re facing now. And also, in particular deficits in minority physicians are a problem because research has shown that patients from minority groups often prefer to see a physician who’s of their own ethnicity or from their own culture, so it’s impeding access to a certain extent that it’s too difficult to find somebody that they’re comfortable seeing and also research has also shown that minority physicians are more likely to practice in minority communities, which tend to be underserved communities, so I think that expanding that would be a major step forward, but government attempts in that direction have all been under-funded. When we think of underserved populations, I don’t know that we all think of necessarily the same thing. There are similar problems that exist both in rural areas and in urban areas, rural areas particularly focused on distance, that one physician may cover a huge area and have very little backup. And they’re also dealing with patients who don’t have cars in areas that don’t have public transportation, so if the patient needs to go to a specialist, they can’t get there. It’s just not possible, so the general practitioners are forced to sort of hold the line, trying to do everything that they can do to the point where it becomes so acute that they have no choice than to get them to someone in the city, at which point they have to sort of beg and plead for somebody to help them and many of these patients are on Medicare, on Medicaid, they’re uninsured, they may not come in until it’s very serious because they don’t have money to pay for it, and because they can’t find a doctor to see them. In general, doctors don’t want to practice in these areas because the pay is low, the hours are long, there are fewer opportunities for their families, and so I think that this situation is a real problem and many of these populations, obviously, are minority populations and Gary has talked about the particular problems that face minority populations. 

Well, somebody should be doing something about this, but who? Unfortunately we found the government programs, for instance the Health Service Corp that gets physicians into urban areas and into community health centers, they’ve had some success. They’ve increased the number of physicians, but there are still huge shortages because these programs are under-funded. They have more people applying to the programs than they can accept and mostly that creates situations where there are people who are coming in and out of the communities when they can get into these programs because they’re getting part of their loans cancelled, but they’re gone once their obligation is finished or they’re foreign physicians who want to extend their visas, so government is not going to be able to fix this problem. Academic medicine has tried to fix the problem. There are a few schools that have put into place targeted programs for this issue, but they accept 50 students, they accept 8 students, this is a stop gap measure. This is a tiny trickle that is not going to stem the problems, so I think we need to move in another direction. And CME has started to move in that direction. There have been a few courses that have been put into place either generally on minority and underserved populations or on specific issues as they relate to these groups, but we really need to expand that and take it much further. We need to increase the number of programs we have in CME that cover these topics and that’s why…and this is the first step. And if you take away industry support for these programs, industry covers about half of all of the CME that’s done in the U.S. every year, so if we get rid of it, we’ve halved all of the programs. How can we possibly start to expand programs that are already too scarce if we’re going to have the number of programs we have because we’ve halved the support we have for them? I think that’s definitely a move in the wrong direction. 

And so we at CME have decided that we want to advocate not only doing that, but taking the CME system and expanding it into a new direction and what we want to do is to reinvent it to build the next generation of health professionals, not just doctors, but also nurses, nurse practitioners, physician’s assistants, etc, and we want to start recruiting from the communities themselves looking at high school students who are promising, but don’t necessarily have that many opportunities and setting up a sort of private/public partnership working with the education departments, the community colleges, and other actors in these communities that can identify these kids to get them interested, to give them the background and the support they need to go on and be trained for these positions. And this way we can create a sustainable [inaudible] of health care workers who are rooted in the community, who don’t go in and out, and give them the preparation they need, and I think in this way we’ll be able to work to really reduce the shortage of health care professionals in these areas and I think it would be remiss for us to cut funding just when we need it the most. Thank you.

Peter Pitts:  
Thank you Caroline and this will actually be a forthcoming CMPI white paper. Stay tuned for that. Q&A, I’ll take the moderator’s prerogative to ask the first question. Gary, what is the African American community’s, officially the National Medical Association’s, view on the way CME is currently being provided?

Dr. Gary Puckrein:  
The truth of the matter is that I’m not sure. What I do know is that they have a huge CME program and they are very much invested in it, so I’d be surprised if they were not supportive of it.    

Peter Pitts :  
Thank you. John.

Mr. John [??]:  
Yeah, Dr. Bill McCurry runs that program and it is a very large program, but it’s been under-funded for years. He’s been looking for more support for a long time for many other kinds of programs [inaudible]. 

Mr. [??] [??]:  
So can we expect that a government takeover of CME would provide greater funding for minority continuing medical education?

Mr. John [??]:  [inaudible].

Mr. Gary [??]:  
No. Everything I’ve seen wouldn’t suggest that that’s a likelihood. Look, we have to have diverse voices out there. I like this idea that you’re proposing. I think that’s a great idea, particularly when we look at these risk communities, what you also have to understand is that there is a really structured marketplace out there that is limiting physicians’ choice, so it’s one thing to do CME, but you’ve also got to appreciate that it’s a very structured marketplace that limits the kind of care that these physicians can provide.

Mr. [??] [??]: 
 So even if they knew about it they wouldn’t?

Mr. Gary [??]:  
Even if they knew about it, if you’ve got a Medicaid patient you’ve got a Medicaid formula, so you know it, but what do you do with it? If you look at the performance measures and quality measures that are being articulated, some of those performance measures are not quality geared to minority populations, they’re not built to be quality geared to minority patients, so you can do a CME program, but if the performance measure says you ought to do X and Y, you do X and Y.

Mr. Jeffrey Drezner:  
People said to me recently gee, once you’ve created a CME program isn’t that enough? Why do you have to have so many programs in a specialty area and why do you revisit the same topics time and time again and there’s a couple of really very important answers. One is that downstream, how drugs get used alone, in combination, in different populations, changes over time, because our knowledge base changes over time, so we keep having to revisit the same disease states, sometimes the same drugs, sometimes new drugs, because there’s constant evolution in care and one of the things that we’ve known in medicine for so many years is that it is still an art. It is not an absolute science and we need to remember that and so learning has to evolve along with the knowledge that we get from that fire hydrant. The other thing is that one of the beauties of pharma support is that they recognize it because they invest a lot in research and wanting to understand and they also know that learning theory tells us that not everybody gets it immediately. Many of us have gone to school, gone to medical school, gone to graduate school, and we realize that we don’t get it the first time. It is not always, as I think Tom pointed out, a transformational learning process and for those of you who understand adult learning theory it means that you hear something and it’s like ah ha, I get it, I understand, and it changes immediately how you practice. Most of us are social learners, are cognitive behavioral dual-channel learners. We have a ton of other different ways that we tend to learn and that helps us get there and it takes time and it takes evolution and so for those people who say gee, you only need to have one program on IRB or one program on GERD or one program on this, that’s just not the case. That’s not how people learn.

Mr. Gary [??]:  
And one other point I think is really important, which is government is not necessarily an objective player here. A government is also a purchaser and as purchaser, government has a stake in the games, so I think to think that if we put all the money in government, that somehow we’re going to come out with an objective solution, is really not the way the marketplace looks.  

Marissa Seligman:  
Well I was just going to tap into what Jeff had said and that it takes five learning points, if you will, for someone to actually change their behavior, so that’s why reiterate education that defenses against learning over time, erosion, but also that reinforces with rationale and how to implement changes and then following those changes are really important and that’s why having a line of support in industry is very critical in this in terms of sustaining providers ability to educate physicians and then work with their learner community to insure that the education that is being supplied is so critical. 

Peter Pitts:  
I’m looking at the clock and I’m seeing that it is about 40 seconds to midday. Are there any other questions from the audience? Panelists, any last shots. Leonard?

Mr. Leonard Bielory:  [inaudible] 

People remember 50% of what was stated within one hour, and in one week it’s 50% of that, and in one month it’s 50% of that, so if anybody walks away with any knowledge, I’ll be amazed. Thank you.

Mr. Sullivan:  
I just have one other comment. Much of the public policy debate has been around cost and I think if you really look at the reason why things cost it’s real important that the bait needs to be shifted away from so much as what it costs, as far as the cost of the health care systems, as to what is it accomplishing. And we’re seeing incredible gains in life expectancy and we’re seeing incredible things that are happening in medicine. I just think the debate has got to be not just cost, but it’s got to be cost and saving lives and increasing the quality of life for patients. 

Peter Pitts:  
Well, on behalf of all of us here, thank you for coming. I think if we’ve learned anything, we’ve learned that this is not a one-sided debate. It is neither a two-sided debate. It is a multi-faceted debate of which we’re hearing one side. We’ve made our attempts today to broaden that debate a little bit. There’s much more work to be done and thank you for coming. Panelists, thank you very much.

