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The Pain, Opioids and

Addiction lecture series
will provide physicians and other
providers with valuable information

on topics related to pain management,
opioid prescribing and addiction.

Through this lecture series, learn how to:
<4 Assess a patient’s pain and function
</ Make informed treatment decisions

../ Recognize and manage addiction

ALL LECTURES ARE FREE

\Want to make this lecture series available
within your organization?

Contact us at CME@MNMED.ORG to
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A SSOCIATION Providing HOPE for those with Chronic Pain and Addiction

The Minnesota Medical Association (MMA), the Steve Rummler Hope Foundation
(SRHF), and the University of Minnesota Medical School began a collaboration to bring
medical education on the fopic of opioids fo medical students, residents, and practicing
doctors. The lectures are recorded live at the University of Minnesota Medical School
and made available for CME on the MMA website, with underwriting by the SRHF.The
hope of the series is to create a medical curriculum on pain, opioids, and addiction,

as it should be in a medical school setting: balanced, practical, evidence-based
information free of commercial bias.
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EDITOR’S NOTE

Charles R. Meyer, MD, Editor in Chief

To do this job well,
we may need

to reanalyze our
attitudes toward the
potpourri of humanity
we encounter in the

exam room.

4 | MINNESOTA MEDICINE | JANUARY/FEBRUARY 2017

When the world

comes to us

he world just won't stay out of our

exam rooms. Clinics can seem like

hermetically sealed systems geared for
the rush of patients coming through the
door—take the history, examine, diagnose,
treat, next—with a regularity approaching
monotony. Yet as our mentors taught us,
each patient is unique and comes with a
present, past and, sometimes, hidden his-
tory that we are charged to uncover.

Increasingly, we are finding that some of
that hidden history includes parts of lives
lived far from the Minnesota tundra, with
sagas fraught with danger, uncertainty and
trauma. Formerly monochrome Minne-
sota has become a colorful polyglot of eth-
nicities with rich, though troubled, pasts
that present challenges to the delivery of
medicine.

In the past 15 years, Minnesota cities of
all sizes have seen a seismic demographic
change as people trying to escape poverty,
war and oppression in countries such as
Somalia, Ethiopia and Mexico landed in
a state ripe with cultural and meteoro-
logical polar opposites to their country
of origin. For these arrivals, adapting can
be rocky and traumatic. For physicians,
caring for them can be challenging. His-
tories frequently come via the filter of an
interpreter, leaving us to wonder if we got
“the whole story”” Patient attitudes toward
health and disease can seem tangled and
even mystifying, confounding our attempts
to establish rapport and prescribe treat-
ment. The art of medicine gets compli-
cated when dealing with the wider world.

There’s an added twist with undocu-
mented immigrants, currently estimated at
90,000 in Minnesota. Fearful of jeopardiz-
ing their status, these patients may with-
hold information when the doctor starts
asking questions. Hints in the history can

be subtle. Body language may not trans-
late, so clues can be missed. Physicians
have always had to read between the lines,
but undocumented immigrants may use
more invisible ink than most patients. And
they frequently have no health insurance,
which forces doctors to put on their social
worker hats and do the daunting work of
advocating for their patients as they navi-
gate a health system unfriendly to them.

As physicians, some of this additional
work might seem like an unnecessary
burden, arduous duty requiring skills not
acquired while in training in order to help
people who have technically broken the
law. But our charge and our mission is to
be healers who don’t choose whom we
heal, to help those in need regardless of
race, ethnic origin or financial capability.
To do this job well, we may need to reana-
lyze our attitudes toward the potpourri of
humanity we encounter in the exam room
and question whether we carry biases that
compromise our roles as doctors.

This job is easier when we understand
the patient’s history. When we hear where
and how far they have walked, we can
imagine what we would do if we had to
travel that same odyssey. And then we can
stretch wide our arms and welcome the
world into our exam room.

Charles Meyer can be reached at
charles.073@gmail.com.



Issue missed the core
diagnosis
Thank you for another good Edi-

tor’s Note and the excellent bunch
of articles in the November/
December issue. As Dr. Meyer
pointed out, our loss of connec-
tion with patients is a key factor
driving burnout. Watching it
happen to some of my Mankato

Clinic colleagues from 1973 to
2003 made me realize that we are
partly responsible for the burnout problem. During those years,
physicians tended to make decisions that were more financially
based than “comfort of practice” based. I mean that when admin-
istrators suggested ways for us to make more money, we complied.
I began to understand that medical training is a form of indoc-
trination that leaves physicians not really capable of challenging
authority. We are trained like Navy Seals and Green Berets. We go
through a “training hell,” in which we are taught to not challenge
authority (our professors in medical school and faculty during
residency). If we do, we often get shamed. Shame is a powerful
motivator to not speak up. We learned to go along with, to do
whatever needed to be done, even if it meant working all night or
weekend because patient needs came before our needs. As is often
the case, our greatest strength became our greatest weakness. We

FROM THE INBOX | LETTERS 1

learned to not set clear boundaries for ourselves, and that be-
havior was financially rewarded (but at the cost of overwork and
burnout).

Clinic and hospital administrators began to understand three
important things about us: 1) Most of us wanted to make more
money, 2) we had a powerful sense of devotion to our patients
and 3) we rarely would question or challenge authority. So they
told us that if we saw 20 patients instead of 15 each day, we would
cut waiting times for patients and get extra money in our pay-
checks each month. The number gradually grew to 25 and then 30
per day. Administrators were doing what they were trained to do
(make the clinic financially successful), and doctors were doing
what they were trained to do (take care of lots of patients and not
question authority).

The articles in Minnesota Medicine had pieces of the puzzle,
but the core diagnosis was missing. It was a systems problem that
eventually led to two-thirds of us having symptoms of burnout.
Our training taught us to comply with authority. Mergers led to
larger and larger clinics that were usually led not by healers but
by business people. Business people have a very different set of
values than do healers. The downward spiral began. Hopefully, we
have nearly reached bottom.

Change is possible. But we have to go a bit deeper with our
diagnosis.

Bill Manahan, MD
Minneapolis

MNHPC Annual Conference

Quality Care: It Starts with a Conversation

Re

57 breakout sessions include:

- Best Practices in Palliative Care for Immigrants and Refugees:
A Family Systems and Cultural Humility Perspective

. Progn051s at the Bedside: Can we do Better?

. %N latory Issues for Hospice and Palliative Care-the Latest
from Washington

April 2-4, 2017
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- Dale G. Larson, PhD,
Professor of Counseling
Psychology, Santa Clara U.

+ Darryl S. Chutka, MD,
Assoc. Professor of Medicine
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SHORT TAKES | pownTiME

The

As nearly
50 medical
students
file into the
lecture hall,
Michael Pitt, MD, unpacks the tools of his
trade: crayons, otoscope tips, small bottles
of soapy water, large clear marbles, quarter-
sized rubber squeakers. Their purpose soon
becomes clear: Pitt is also a professional

magician.
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Pediatrician and magician Michael Pitt, MD, does
a flash-card trick with a patient at Lurie Children’s
Hospital in Chicago.

Speaking with the cadence of an enter-
tainer who's spent hours in front of an au-
dience, the assistant professor of pediatrics
at the University of Minnesota describes
the relationship between magic and medi-
cine as he makes a crayon disappear from
his hand and reappear behind his ear,
catches a bubble and turns it into a marble,
makes an otoscope tip vanish, and causes
his knee to squeak every time he bends it.
“This became my kid credentials,” he says
of the tricks. “I could build instant rapport
with patients”

But teaching first- and second-year
medical students to perform magic tricks
isn’t the point of his lunch-hour talk.
Rather, it’s to show these members of the
pediatrics interest group how using magi-
cians centuries-old tricks of the trade can
help them at the bedside.

He explains how to use misdirection
(for example, pressing on a child’s aching
belly with a stethoscope rather than your
hand to give the impression that youre
listening rather than feeling) and patter
(suggesting a disappeared otoscope tip
may be in the patient’s ear to gain permis-
sion to look further). He shows how to
give someone the perception they have
free will while getting a desired outcome
(asking which ear you can look in rather than if you can look in
their ears). For this group of future pediatricians, the goal is to get
them thinking like magicians so they can get their young patients
to cooperate during exams and procedures.

Pitt has been cultivating these skills since he was 8 years old
and performed his first magic trick during a talent show on a
family cruise. “I bought a deck of cards in the gift shop and asked
my dad to teach me a trick I had seen him do. I did it that night
and loved being on the stage,” he recalls. When he got home, he
read every book on magic at the library and put together an act.
He began performing at parties, at the hospital where his mother
worked as a nurse and eventually at a restaurant in his hometown,



SHORT TAKES

Sanibel Island, Florida. “I remember telling people I wanted to
be a Christian Magician Physician Pediatrician when I grew up. I
went four for four on that,” he says.

During medical school at Johns Hopkins and residency at

JAN TERRY/LURIE CHILDREN'S

Northwestern University, Pitt began seeing parallels between
medicine and magic. “From a child’s perspective, medicine is like
magic,” he says, giving the example of how the reduction maneu-
ver can “magically” fix a young child’s dislocated “nursemaid’s”
elbow. He says one patient forever called him a wizard after his
arm was healed.

He also found research on magic and medicine. In one study,
investigators noticed the part of the brain that lights up on fMRI
when a patient watches a magic trick is the same part that lights
up under general anesthesia. In another, when dentists used
magic tricks, procedures and X-rays took less time, and children
were less likely to need sedation and had less anxiety. “If I had a
pill that did this, it would be malpractice not to use it,” he says.

In addition to speaking to medical students, Pitt has led
workshops e pediatric providers at grand ek el metiomell :\:I(C;E?f;gpgt (left) doing a card trick at the National Kidney Foundation’s annual dinner

meetings. “There wasn’t an empty seat in the room,” he recalls of

a Pediatric Academic Societies meeting. “A year later, I heard sto- ~ however, work his magic at home on his own kids, ages 4, 2 and
ries from all these people about how they’ve continued to use this 4 months. “My oldest daughter, Parker, is very intrigued that her
with patients” daddy is a doctor and a magician,” he says. “She always wants me

Pitt says he only rarely performs magic tricks when he’s with to make things disappear—Ilike the vegetables on her dinner plate
patients but that he thinks like a magician all the time. He does, when her mom isn’t looking?” — KIM KISER

ACCESSIBLE

COMPLIANCE

S YOUTI At Accessible Compliance, our job is to make it easier for
you to comply with the requirements of HIPPA. We have
healthcare helped customers throughout the U.S. meet their HIPPA
practice goals and we can help you do the same.
When working with Accessible Compliance, you
will receive support from industry leading security
professionals. As part of our standard package (which is
the most comprehensive on the market) you will gain
access to our easy to use cloud-based software platform
that will walk you through the necessary steps to comply
with HIPPA's privacy and security requirements. You will
also receive employee training, customized policies
and procedures, PCl scans, and state of the art email
encryption that will help you to protect your patients’
information. We are confident that we can meet your
HIPPA needs. Don't just take our word for it—see what our
customers are saying.

“Accessible Compliance has been “As a rural community multispecialty
extremely beneficial to our HIPAA facility we simply did not have the time
compliance. Accessible’s HIPAA and effective resources to address our

compliance process was informative, =~ HIPAA risk. The Accessible Compliance
thorough, and complete. We simply team was extremely knowledgeable
could not have completed this process and provided us the appropriate tools

on our own.” to continue being HIPAA compliant in
HAYDEN FAMILY MEDICAL CENTER each of our departments.”

SUZETTE STEINER FW.HUSTON MEDICAL CENTER

PRACTICE ADMINISTRATOR ROBERT ANDERSON

BUSINESS ANALYST EXECUTIVE
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Syrian American Medical Society’s Mobile Clinic in Aleppo, where

volunteers were providing care to displaced civilians, December 2015

AREF AL-KALI, MD:

ON THE NEEDS IN

ince the beginning of the Syrian

conflict in 2011, it has been awful for

Aref Al-Kali, MD, to see his native
country at war and know that millions of
people, including friends and family, are
suffering. But the Mayo Clinic hematolo-
gist knew he couldn’t sit idly by and watch
when civilians and medical providers
started being targeted. He already was
involved in the Syrian American Medical
Society’s (SAMS) educational programs.
As the war escalated, Al-Kali got involved
with the SAMS Foundation’s efforts to
provide medical help, supplies and sup-
port to people in Syria and refugees
around the world.

Today, Al-Kali serves as national vice
chair of the foundation, and he’s actively
involved with its volunteer medical relief
work. He recently made time to talk about
the situation in Syria with Minnesota
Medicine writer Suzy Frisch.
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Syria

What is the current state of Syria, especially
related to medical care?

There are 13.5 million people in need

of humanitarian assistance. Six million
people are displaced within Syria, and
almost 5 million are refugees in neighbor-
ing countries. The worst thing about the
crisis is that about 90 percent of the people
killed are civilians, and half are women
and children. They are targeting health
facilities and besieging several towns

and cities, like eastern Aleppo. There are
400,000 to 500,000 people there without
access to anything. Even if we try to help,
there are areas where help can’t get in.

Learn.
Donate.
Volunteer.

To learn more about or support the
work of the Syrian American Medi-
cal Society, go to http://foundation.
sams-usa.net/?home=true.
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What effect is this having?

All U.N. agencies have failed to get
medical supplies to the people who need
it—can you imagine—for more than four
years. There’s no fuel—how can you run
a hospital with no electricity? How do
you run a ventilator? They are doing ven-
tilation by hand because a machine isn't
available. Or there is no light in the OR
and they have to operate with a flashlight.
In eastern Aleppo, there is one CT scan-
ner for 300,000 people, and they can’t get

another one.

How is SAMS helping?

We try to help as much as we can with
everything we can: money, expertise and
by trying to be an advocate for the Syrian
crisis, especially regarding the medical as-
pect. SAMS tries to supply hospitals with
money and support doctors with a salary
so they can live. We get them supplies,
and we also help with medical knowledge
through telemedicine. We have physi-
cians in the United States who are on call
every night to help people in Syria take
care of sick, traumatized patients. Many
times, they are helping nurses because
there are no physicians in the area or they
don’t have the specialties. SAMS treated
2.6 million people last year, and we have
more than 100 medical facilities work-
ing in Syria, Turkey, Lebanon, Jordan and
Greece.

Where are the greatest needs?

Different areas have different needs. In
Turkey, refugees do have access to the
medical system, but they don’t have access
to interpreters, so the problem is to find
someone who can translate their prob-
lems. In Jordan, they don’t have the same
access to medical care and it’s helping
them with their complaints.

What is the status of Syrian refugees settling
in Minnesota?

There were 10,000 refugees who came to
the United States last year, and about 2,000
the year before. Minnesota had about eight
to 10 families, with four of the families
coming to Rochester. Most of them had
been refugees in Jordan for several years.
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SAMS Medical Mission to Jordan,
Neda Al Khair Clinic, November 201

In the SAMS
Clinic at
the Zaatari

g Refugee Camp
in Jordan,
November 2016

They are all families, and most of the kids
are now in school, so they are coping and
merging with society. They want to move
on and build a life here. It’s not easy.

What mental health problems

do refugees face?

It is so difficult and terrible. There, you are
in life-saving mode, so you don’t have time
to get stressed out. Once you get out and
get your kids out, you settle into your life

and become stable, and then you become
traumatized. They lost their house, their
car. They had no food. And now their
future is difficult. The psychosocial issues
are devastating.

What would you most want people to know
about the situation in Syria?

It goes back to what I said about targeting
civilians and getting medical supplies into

the area and allowing medical evacua-

tions. There is no official way of getting
injured and traumatized patients out of
the besieged areas, and doctors are being
targeted for providing care. They need

to stop targeting hospitals, and we need
to get supplies and medical evacuations
going. We're all asking, “When will this
stop?” It’s terrible. This is what we've been
seeing for five years, and it’s not getting
easier. It keeps getting worse, and it’s on a
huge scale. - SUZY FRISCH

7 Cloud Chasing

and Blueberry Delight:

The Changing World of
Youth Tobacco Use

Join the Twin Cities Medical Society's Physician
; a Advocacy Network and the Minnesota

. Department of Health for a free webinar to discuss
rapidly evolving trends in youth tobacco use and
recommendations on how to address these
issues in your practice.

Thursday, February 16th, 12:00-1:00 pm
Register today at
www.panmn.org

ed for AMA PRA Category 1 Credit™.
by the Minnesota Medical Association.
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Program funds residency slots for international medical graduates.

or the better part of a decade, Min-

nesota has searched for ways to use

the knowledge and skills of physicians
who have immigrated to the United States.
Although they may have years of experi-
ence, they often can't practice in this coun-
try. In order to be licensed, they must pass
the U.S. Medical Licensing Examination
and complete a residency, among other
requirements. Many find they are unable
to compete with recent graduates for a
limited number of residency slots.

“We have a need for doctors and a pop-
ulation that needs hands-on experience to
learn the health care system in this state,”
says Michael Pitt, MD, an associate pro-

10 | MINNESOTA MEDICINE | JANUARY/FEBRUARY 2017

gram director of the University of Minne-
sota’s pediatrics residency and director of
global health education for the department
of pediatrics. The Minnesota Department
of Health estimates between 250 and 400
unlicensed immigrant and refugee physi-
cians reside in the state.

A number of efforts have focused
on helping these physicians prepare for
residency. A recent one, the University of
Minnesota department of family medicine
and community health’s Preparation for
Residency Program, closed in 2012 even
though five of the six physicians who com-
pleted the seven-month program were ac-
cepted to residency programs.

Fresh approach

In 2015, the Legislature established the
International Medical Graduate Assis-
tance Program, which not only prepares
physicians for residency but also provides
funds for new residency slots. Residency
positions are generally supported through
the federal Medicare program. “This is an-
other bucket of money to fund a resident,”
says Pitt, who last year got support for an
additional pediatric residency position.
“And these are residency slots that didn't
exist without the state’s funding?”

The positions are available to immigrant
or refugee physicians who have resided in
Minnesota for at least two years and are
certified by the Educational Commission
on Foreign Medical Graduates. Those who
are accepted and complete a residency are
required to work in an underserved part
of the state for five years and pay back ap-
proximately 10 percent of their salary each
year during that period. That money will
be used to sustain the grant program.

Two physicians who practiced in Sudan
before coming to the United States are in
their first year of a pediatrics residency
with the University of Minnesota as a re-
sult of the new program.

Pitt, who has applied for funding of
an additional slot, believes helping im-
migrants into practice will also help the
state address health disparities. According
to the Minnesota Department of Health,
persons from minority and immigrant
communities make up 19 percent of the
state’s population. Only 13 percent of the
primary care workforce is from these com-
munities. “It is well-studied that one of the
best ways to address health disparities is
to have patients see doctors who have had
similar life experiences,” he says.

“We have such a strong east African
population, and I have already seen the
beneficial connections and relationships
with patients that these two residents-both
Muslim women from east Africa—are able
to forge with these patients” — KIM KISER
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THE CHALLENGES FOR

UNDOCUMENTED
IMMIGRANTS

BY CARMEN PEOTA

THE MAN, MIDDLE-AGED AND AN IMMIGRANT N Th‘;f}egisiéltlisz?:eddri;kytrto Rteif;i:ho
FROM MEXICO, HAD CHEST PAIN. ough s patient needed stress festing

and perhaps even cardiac catheterization.
It wasn't the first time, and this episode was more severe than the last. Christopher Reif, “It’s very frustrating to me to know exactly
MD, a family physician at Community University Health Care Center (CUHCC), was what someone needs—and to be able to
worried. “When somebody has a big change in something like chest pain, you have to offer them the best standards of care—and

think seriously, do they have an impending heart attack coming?” he says. it turns out they can't afford the medicine

Reif ran the tests he could at CUHCC, then recommended that the man go to the ER or testing,” he says.
for a full cardiac workup. It was what any good doctor would do. But the patient said hed Reif didn’t ask the patient about his im-
just go home, take his medicine and take it easy. Although he had a job, he didn’t have migration status—he never does; but when
health insurance and couldn't afford the charges he might incur. he learned the man didn’t have health
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ON THE COVER

insurance, he was pretty sure the reason was his immigration
status. Reif wondered if he might qualify for Emergency Medi-
cal Assistance (EMA). But would his condition be considered an
emergency?

Undocumented and with needs that were greater than a pri-
mary care doctor could meet, the patient had fallen into one of
the remaining holes in the health care system.

Theoretically, a patient’s immigration status ought
not to matter to those who are treating them. And
generally, front desk staff and doctors and nurses
don't directly ask about it. Adolescent medicine
specialist Veronica Svetaz, MD, does, however. An
immigrant herself, she feels more comfortable
discussing it than some of her colleagues. She also
believes that knowing a patient’s status provides
important information relevant to their health. It
gives you an idea about what things they can get
and what they cannot,’she says.“You can say, Hey,
I'm going to ask about your immigration status and
I'm not going to put it in the charts, and it's not for
reporting. It's just that I need to know, What are the
things | can do for you?”

Family physician Christopher Reif, MD, says he often
learns about a patient’s immigration status during the
health history. He might hear about family members
far away or the patient having taken a harrowing
journey. “People are not telling me their immigration
or migration stories, they're telling me about how

last summer they got really sick. It was so hot they
got dehydrated, he says.“I'm hearing it as part of their
health story."

Others such as internist Jennifer Rho, MD, say they
only discover it when a patient needs care they
can't provide and they must ask if he or she qualifies
for health insurance."Then it becomes a matter

of me trying to work within the safety net of our
community,’Rho says.
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CRISIS MANAGEMENT

Health insurance is out of reach for most of the 95,000 or so un-
documented immigrants living in Minnesota. Most earn too little
to afford the cost of premiums in the private market, and most
government programs and supports are off-limits.

Without insurance, they seek out low-cost or free care at
Federally Qualified Health Clinics (FQHCs) like CUHCC, rural
health clinics and charity care providers. They might take generic
medications that are on the $4 lists at local pharmacies or drugs
obtained through a pharmaceutical company’s assistance pro-
gram. They might share medications with family members who
have insurance. Or they might forego care altogether.

If they break a bone or have chest pain, they might be eligible
for EMA, which covers care for acute symptoms (including pain)
and conditions so severe that without immediate (typically within
48 hours) medical treatment, the patient’s health might be in seri-
ous jeopardy or bodily functions and organs or parts might be
damaged. Examples of such conditions listed on the Department
of Human Services website include stroke, heart attack, abscessed
teeth, broken bones, ear infections and kidney failure. Among the
longer list of things EMA does not cover are preventive care, pre-
scription medications, home care and immunizations.

“It’s very different than if they had Medicaid or Medicare or if
they had private insurance;” Reif says. “For people who don’t have
insurance, whether citizens or not, it’s really a burden to their
health and a burden to us as health care deliverers”

The real difficulties come when, like Reif’s patient, someone
needs more than primary care but less than emergency care.
Veronica Svetaz, MD, MPH, an adolescent medicine specialist
at Whittier Clinic in Minneapolis, sees how this plays out all the
time. One of her patients has a chronic digestive condition, and
Svetaz has tried, but thus far been unable, to get her specialty
care. In the meantime, the young woman’s condition is out of con-
trol, and she ends up in the hospital when it flares. “[EMA] will
cover the admission, but in between nothing,” Svetaz says. “So we
go from one crisis to another” Another patient with depression has
been hospitalized three times for suicide attempts. EMA covers her
hospitalizations, but once she’s discharged, she’s on her own, with
no opportunity for intensive, ongoing outpatient treatment, which
Svetaz says she desperately needs. “It’s like were making sure the
patient with a severe condition is always in the hospital,” she says.

UPSIDE-DOWN APPROACH

Getting undocumented immigrants into specialty care has be-
come more difficult in recent years for a number of reasons. One
is the Affordable Care Act. Since its passage, programs that were
in place to help the uninsured, such as pharmaceutical company
assistance programs, have dried up because there’s an assumption
that people have insurance.

Another is that federal funding of EMA was scaled back in
2011. Before, it would cover some services provided in an am-
bulatory setting—services that might keep someone out of the
hospital. Now it covers only care provided in the ER or hospital.



“In my opinion, it’s upside down,”
says Jonathan Watson, director of
public policy for the Minnesota
Association of Community Health
Centers. “We should be trying to
prevent emergency conditions in
these populations regardless of
their immigration status. And from
a cost perspective, a health center
can provide one patient encounter
for roughly $250. I'm sure that’s a
lot cheaper than for the ER doors to open even one time.”

In 2015, a Health Care Financing Task Force convened by Gov.
Mark Dayton recommended extending MinnesotaCare benefits
to uninsured, low-income individuals ineligible for Medical As-
sistance and other state programs because of their immigration
status. That idea hasn't moved forward. Detractors cite its cost,
estimated at $70.3 million. Watson says that amount doesn't reflect
the savings that could be had by providing care that could prevent
hospitalizations.

THE COMPLICATED ORDINARY

For physicians, finding specialty care for undocumented immi-
grants has become sort of a specialty in itself. That’s the case for
Jennifer Rho, MD, MPH, an internal medicine physician who sees
patients at a Community Health Service Inc. clinic in Rochester.
Formerly Migrant Health Services, the organization serves many
people working in agricultural industries. To get her patients
what they need, Rho says she taps into the network of safety-net
providers and specialists she knows in the Rochester area, some-
times trading services. For example, her clinic allows a local char-
ity clinic to send over patients for lab work. In return, she’ll ask
them to call her when a cardiologist is volunteering at their clinic
so she can send her patient over there. “It’s a lot of piecemealing
things together;” she says.

Working that way can get complicated. Rho recently saw a
47-year-old man with diabetes who has eye damage. She referred
him to a free clinic, where he was seen by an ophthalmologist.
The free clinic got him into a hospital, where he underwent a
procedure. But when he tried to get follow-up care, he was turned
down. “Now we're trying to get him EMA so he can get back to
the same hospital for more treatment for his eyes,” Rho says, hop-
ing to save his vision. If he does get EMA coverage, it will be for
three to six months, during which time Rho will also try to get
care for the nerve damage in his feet and a urological problem.
“He might get EMA approved, but it actually might expire before
he gets all the tests and referrals done,” she says.

In addition to piecing together care for patients, Rho is al-
ways thinking about the cost of care. For example, she mostly
prescribes medications she knows patients can buy for $4 at a
pharmacy. If a patient needs screening for colon cancer, she'll rec-
ommend a fecal occult blood test, which costs only a few dollars,
instead of a colonoscopy, which can cost thousands.

ON THE COVER

The population is estimated at between 80,000 and
95,000 individuals. The majority are from Mexico and
other countries in Central America. Half have lived in the
state 10 or more years.

Almost by definition, they are the working poor. Two-
thirds work in industries such as agriculture, hospitality,
entertainment and manufacturing. For a third of
families, incomes are below 100 percent of federal
poverty levels. Incomes are between 100 and 200
percent of poverty for another third.

Many immigrants have mixed-status families. Some
members may be citizens and eligible to purchase
insurance through MNsure or to be covered under
Medicaid or CHIP, while others may be undocumented
and thus ineligible for these programs.

Source: Migration Policy Institute, Pew Institute Foundation, U.S.
Centers for Medicare and Medicaid Services

Svetaz says a big part of her job is maximizing what can be
done through existing systems. For example, knowing that she
can get two months of coverage through Medicaid for a teen for
family planning, she’ll recommend an IUD, which will give the
woman three to five years of protection. “It’s being aware and
knowledgeable and having strategies,” she says.

Those who care for undocumented immigrants know that
some may wonder why physicians should provide any care at all
to people who have arrived in this country without visas or work
permits. Many, like their patients, tend to shy away from the
limelight and the political discussions about immigration. Rho’s
response to those who wonder why she does what she does is
simple: “As physicians, it's not our job to make judgments about
why people are here or if they should be here. It’s our job to take
care of patients” MM

Carmen Peota is a freelance writer in Minneapolis.
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Informed Dissent?

A glimpse at health care in Cuba

BY CARRIE ANN TERRELL, MD, FACOG

n early March of 2016, I was part of

a delegation from Witness for Peace

to Havana, Cuba. This trip took place
immediately prior to President Obama’s
lifting of travel restrictions to the island
country. The goal of our trip was to gain
an understanding of the Cuban health care
system and how it affects the women of the
country. I had few, if any, expectations and
no preconceived notions about practicing

or experiencing medical care in a commu-
nist country. Our assigned pre-trip read-
ings from Witness for Peace reviewed the
country’s pride in its socialized medical
and education systems. I was not expect-
ing the poverty, dated facilities and lack of
resources I discovered.

Our delegation met with health care
officials, medical school directors, com-
munity members and leaders, and physi-
cians as part of a structured, government-
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motherhood

| ' is revered in

approved program. The women we met
held doctorate-level degrees in areas such
as mathematics, physics, cyber security,
art studies and agricultural engineering
even if their current job was bus driver,
artist, teacher or housekeeper. As we inter-
acted with them and toured hospitals and
clinics, I learned a great deal about their
health care system and Cubans’ attitudes
toward health and medicine. The following
are some of my observations.

The health care system

Health care in Cuba is universal and free
and considered a fundamental right. It is
not tied to employment. It is highly regu-
lated and “housed” under civil defense.
Many Cubans view routine health care and
screening as good for them and good for
their country.

Family doctors live and work in the
neighborhoods they serve. Most are re-
sponsible for the care of just more than
1,000 patients and follow those patients
from birth to death. Their offices are gen-
erally located within their homes and they
are available 24/7/365. In addition, a fam-
ily nurse often lives in the same building
as the doctor’s office and helps the doctor
manage the local population and main-
tain records. If the doctor cannot manage
a situation or case, he or she may refer
the patient to the polyclinic (a multispe-
cialty clinic) or the hospital. The system
is a stepwise pyramid. Clinics serve their
immediate areas and are located within
walking distance. Polyclinics serve larger
areas and often require a bus or taxi ride.
We saw only one ambulance and heard no
sirens during our 10-day visit.



It was explained to us throughout the
trip that the medical system in Cuba
operates on love and humanity. Medical
training is free. We were told repeatedly
that physicians practice for their love of
patients not for compensation or prestige.
This is easy to believe, given the average
family doctor earns the same salary as
any government employee: $20 to $35 per
month. Because of the low pay, doctors are
leaving Cuba by the thousands.

Cuban physicians receive clinical
updates from the monthly government-
produced MedInfo document. This infor-
mation is available online, but most family
doctors do not have Internet access and
view it at a hospital. The physicians we in-
terviewed do not subscribe to any journals
published outside Cuba. At the medical
school, we were informed by the school’s
two international affairs experts that stu-
dents do not attend medical conferences
outside Cuba but that some professors do.

Family doctors must see healthy pa-
tients (level I) once a year and maintain
a paper medical record. For patients with
mild chronic disease (level II), two visits
per year are required. Those patients who
are levels III and IV and have more severe
illnesses are usually managed by a team

The imposing Art Deco facade of the Obrera Maternity Hospital in Havana

including the family doctor and consul-
tants at the polyclinic and/or the hospital.
Cubans do not challenge health care
recommendations. If a woman is due for
a Pap smear, for example, she may be ap-
proached by her local family doctor not
only in the clinic but also on the street or
at a local gathering and counseled on the
need for the examination. In our discus-
sions with Cuban people and providers,
our questions about autonomy were met
with confusion. In general they could
not comprehend a patient not wanting to
comply with government-ordered or doc-
tor-recommended tests. When pushed on
the question, one doctor eventually said
in essence that should she choose not to
comply with a recommendation she would
have to report to the courthouse to sign a
waiver documenting that she understood
the recommendations and risks. Hence,
in the rare instance of noncompliance, a
patient would need to sign off, in effect
providing “informed dissent””

Maternity care

As an OB/GYN physician, I was especially
interested in Cubans’ approach to mater-
nity care. I learned that pregnant women
have regularly scheduled medical visits.

Members of the Witness for Peace delegation
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Because pregnancy is revered, women

are expected to adhere to their doctor’s
recommendations. Prenatal screening in-
cludes hemoglobin, Rh status and AFP at
15 to18 weeks. According to one polyclinic
lab director, the tests are performed “if re-
agents are available” Neither quad screens
nor any fetal DNA fragment testing were
available in any of the institutions we vis-
ited. We also learned that ultrasounds are
not widely used in routine pregnancies but
are available at the polyclinic and hospital
if problems are detected.

Women with complications such as
gestational diabetes or hypertension are
admitted at 37 weeks to a maternity home.
They stay there under the supervision of
a maternity nurse until they are admitted
directly to the maternity hospital, which
may happen during active labor or at 39
or 40 weeks. Given that most women have
two or fewer children, cesarean sections
and repeat cesarean sections are rarely
complicated by pelvic adhesive disease or
placenta accreta, increta or percreta. Over-
all, per the WHO, the Cuban cesarean rate
is 35 percent, which is comparable to the
U.S. rate of 32 percent.

(continued on next page)
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FROM POSTER AT OBRERA MATERNITY HOSPITAL

A poster hanging on a wall at the Obrera Maternity Hospital features this shot of the building, as well as charts showing the hospital’s cesarean, maternal and infant mortality rates.

Interestingly, abortion is widely avail-
able in Cuba, and it carries no stigma. It
is covered by their health care system.
Therefore, Cuban women have much more
freedom than women in the United States
when it comes to their decisions about and
access to abortion.

On our tour of the Obrera Maternity
Hospital in Havana, it was common to
see four mothers/infants to a room with
minimal bedding. All wore street clothes.
Patient bathrooms had crumbling concrete
walls, and toilets without seats and doors.
Those issues aside, the building, completed
in 1942, is a miraculous piece of art deco
architecture, and an aerial view would
reveal the shape of uterus, fallopian tubes
and ovaries.

Signs documenting the hospital’s mater-
nal and infant mortality rates are posted.
Rates at this institution are on par with na-
tional reported rates (unicef.org) and are
equal to or better than those in the United
States. The NICU appeared adequate but
likely incapable of handling infants other
than those who were born preterm but
healthy. Given the antenatal screening pro-
vided and the overwhelming acceptance
of abortion, we wondered if many preg-
nancies with severe fetal anomalies were
continued.

Postpartum, women stay in the hospital
for two to four weeks and are expected to
breastfeed for one year. During this time,
they receive a slightly reduced government
salary. If, at one year, the child is walk-
ing, he or she can attend day care and the
mother can return to work. If the child
is not walking, the family may take four
more months of paid leave. This can be
taken by either parent. When asked about

postpartum depression, we were told there
was a “program” for that. Our guides also
insisted that women who had familial and
community support were unlikely to expe-
rience any such thing.

The embargo and its impact

The embargo has resulted in extreme
resource restriction. It is nearly impos-
sible for Cuba to buy or trade supplies

and medicines. When we asked about the
incidence or management of gestational
diabetes and hypertension, we were told
“we have a program for that” We could not
ascertain whether insulin, sulfonylureas or
antihypertensives are available or utilized.

My most important discovery about
the embargo was not only that there were
restrictions on trade with the United States
but also with any countries that trade with
us. That said, the Cuban government has
long supported medical research and drug
development to the best of its ability. Cuba
has developed a lung cancer vaccine that
has shown strong results. It is currently
being evaluated in the United States by the
FDA.

The complete and utter lack of products
became maddeningly clear during a trip to
a fancier free-market grocery store. Aisles
of shelves, empty save for a single brand
of biscuit, dominated the lofty air-condi-
tioned building. There was a long dark row
of refrigerated units, all empty except for
one containing eight canisters of yogurt
and 20 half-gallons of milk. Cubans pick
up rationed food and shop for state-pro-
duced soap, canned meat, boxed juice, and
a meager selection of fruits and vegetables
at bodegas. Pregnant and postpartum
women are prescribed more meat, more
than the rationed five eggs per month and
supplemental milk.
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Pharmacies have only a handful of items
on a few shelves. Tourists are warned to
bring abundant supplies of over-the-coun-
ter medications, toilet paper and snacks.

In all of our interviews, we asked
women if they thought their lives, family
circumstances, work and communities
would improve if the embargo was lifted.
Every one emphatically answered “yes,”
that things would be better.

The future

We left Cuba on March 9. And since then,
I've thought about my country’s relation-
ship with Cuba. I fear little will change.
To end the embargo literally requires an
act of Congress. Given Cuba’s small size,
insignificant trade products and continued
communist government, ending the em-
bargo is unlikely to be a major American
concern. President-elect Trump has been
quoted as saying both that hed return to a
hardline against Cuba and normalize rela-
tions with the country.

I've also thought about how ineffective
universal health care is when a system
lacks reagents and medications, is un-
able to buy or lease equipment, and has
deteriorating facilities. I have been and
continue to be an advocate for universal,
single-payer health care. However, my trip
clarified for me some of the challenges in
administering such a system and the re-
quired buy-in by the populous. MM
Carrie Ann Terrell is an assistant professor and
division director general OB-GYN and medical

director, Women'’s Health Specialists, at the
University of Minnesota.
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Living

IN THE

moment

A young father learns to let go of fear
and embrace life.

BY SEAN SCHULZ, DO
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y wife was in labor. It was hour 20
M or perhaps 30. I lost track of time

when she shifted from words to
moans. My son’s heart rate traced along
on the monitor as an oscillating line with
accompanying beeps. I remembered all the
times I had checked such tracing for a pa-
tient, interpreting it, trusting it, relying on
its omniscient ability to predict good and
bad outcomes. And yet now I was doing
my best to ignore it as I sat, slumped in a
chair across the room, staring at the op-
posite wall.

This was the beginning of my journey,
as a father and a physician—and the be-
ginning of my inability to let go of my fear.
The fear of the unlikely, the unpredictable,
the improbable, the it's-never-going-to-
happen-to-you-it-will-only-happen-to-
someone-else.

Just a few months prior, I'd been in-
volved in what seemed like a routine de-
livery. The air was filled with the metallic
smell of amniotic fluid and blood, and the
sounds of crying and pushing. The father,
stuck somewhere between tears and laugh-
ter—unsure if he should crack a joke or
grab a tissue—ushered the mother through
the final stages of birth. I was nervous. I
was not such a hardened veteran that I
assumed it would all go smoothly. With a
push, the baby’s head emerged and I held
it loosely. But with the next push, the head
stayed still. I felt the cord wrapped tightly
around the neck. I tried to reduce it but
couldn’t. There was no time for mistakes.
We cut the cord to allow the body to de-
liver, and that was when it happened—a
shoulder dystocia.

I shouted orders. The woman’s legs went
up and I pulled down on the head, know-
ing too much force could cause permanent
nerve damage and too little could leave
the child brain dead from hypoxia. It was
an impossibly long few seconds, but the



baby delivered. I held the baby for a brief
moment—grey and floppy and silent. I
handed the limp newborn over to the
NICU team. The mother asked questions
I was not yet ready to answer. We collec-
tively held our breath as the NICU team
did their work. Within minutes, the baby
was crying. I exhaled. My attending patted
me on the back. No harm, no foul. This
patient was going to be fine.

My own son’s birth proved much less
exciting. He came out happy and fierce,
ready to light up our lives and change
them forever. That first night in the hos-
pital, I felt a calmness that escaped me in
the months after. I trusted in the universe,
despite its entropy.

Perhaps nothing could prepare one for
having a child during residency. How do
you prepare for the collision of two things
with such an insatiable need for time? But
I had failed to anticipate how caring for
the sick, injured and dying would affect
my ability to handle the chaos of parent-
ing. I had pictured myself feeling annoyed
by a crying baby, perhaps frustrated, or
maybe numb in the throes of an 80-hour
work week—a sleep-deprived dad who
shushed and swung his crying child while
trying to microwave his dinner. But none
of those things happened. Instead, I found
that I translated the cries of my baby as
sounds of pain, disease, fever, cancer or
some other destructive, malevolent pro-
cess.

The ability to recognize disease and
read into subtle findings led to an exhaust-
ing vigilance as I found myself watching
my son’s every breath at night, for perhaps
a second of apnea signaling the onset of
SIDS, or watching his every movement for
some evidence of a budding-but-reversible
neurologic disease.

The worry and work wore me down,
and as much as my son continued to be
healthy and normal, I couldn’t shake the
fear that my perfect life would come to an
end. How could I ignore what I saw daily
in the clinic and hospital? I understood
the randomness and inevitability of mor-
tality, and yet I still came home hoping my
child would be shielded from the chaos.

At work, though, my pediatric practice
flourished as I was able to connect on a
much more personal level with parents of
young patients. Things I might once have
attributed to overly worried parents I now
took seriously—a mother’s concerns over
a simple virus, a father’s worry about sleep,
a mother’s devastation by inadequate milk
production. Weakness, however, presented
itself in unexpected ways.

During my pediatric ER rotation, I
found myself blindsided during a trauma
case. When the ambulance brought in a
toddler whod pulled an aquarium down
on himself and had suffered multiple
large and painful lacerations, I felt over-
whelmed. I'd made the crippling mistake
of over empathizing with the parents and
the patient and was subsequently over-
come with emotion as the child, scared
and confused, cried and searched for his
mother in the crowd of unfamiliar faces.
Luckily, the ER fellow took charge and I
was able to fall back into my cocoon of
unexpected and powerful emotions. I was
able to do my job, but I avoided pediatric
trauma cases if I could, still wary of my
ability to separate work and home when
faced with a horribly injured child.

As the months passed and my son went
from walking to talking, I felt my love for
him grow into something I never could
have imagined. The father-physician
complex moved into the background, and
I began to trust in life’s innate ability to
perpetuate and flourish despite its native
fragility.

So when tragedy did strike, I felt guilty
in my unpreparedness. A colleague—the
most careful, thoughtful, loving and pres-
ent father possible, truly the embodiment
of the father-physician guardian—Ilost his
child in a horrible, senseless accident. I
was barely able to absorb the news. Yet it
shattered my uneasy sense of control. Hed
been there when tragedy struck—ready,
prepared—but just as life seemed stub-
born, unstoppable, death was equally so,
and while life was fleeting, death was per-
manent.

I left the clinic early that day and went
home to hold my son. As I held him, I
thought, This could be it. This could be all
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we have, this moment. The thought held
a truth about the struggles I had found
myself going through as a physician who
faced death and decline every day and a
father who watched life itself sprouting
before him every night. I only had each
moment.

Life is fragile and impermanent, but
also strong and exuberant—a synchronous
paradox holding that much more contrast
for those of us who care for the ill. But
there is beauty in this transient state. I
thought of all the times I was with my son,
so worried about the future and missing
the present. I refused to let it consume me
any longer.

In unexpected ways, confronting life’s
inherent tragedy was liberating. We only
have each moment, and life only exists
within each. MM

P

2016 WRITING
CONTEST

HONORABLE
MENTION

Sean Schulz com-
pleted a family
medicine residency at
Smiley’s Family Medi-

cine Clinic in 2016.
He now practices at
Legacy Medical Group in Sandy,
Oregon.

ABOUT THIS PIECE:

“I was inspired to write the piece
because of the stark contrast
between watching my son grow up
healthy and dealing with sick and
dying patients day to day.”
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Tales of people displaced

Two books shed light on the plight of Somali and Syrian refugees.

REVIEW BY CHARLES MEYER, MD

n the recent presidential election, im-

migration vaulted from a sleepy, back-

burner issue to a hot topic as emotional
reactions flared in response to Donald
Trump’s Mexican wall proposal and his
threats of massive deportations. Some
invoked America’s history as a “nation of
immigrants,” while others began look-
ing askance at anyone with darker skin,
a strange accent or a veiled face. “Fear of
the other” stoked frightening memories of
9/11 terrorists crying Allahu akbar enroute
to the Twin Towers. Regardless of the re-
sponse to it, the campaign highlighted the
issue of immigration.

Lost in the discussion, however, was
much coverage about the plight of im-
migrants and the reasons for their willing-
ness to undertake such perilous journeys.
From the sketchy hygiene of tented refugee
camps to the hardscrabble existence in a
new land, refugees and immigrants face
hardships few us can fathom. Two recent
books provide pictures. One profiles one
of the countries fueling the worldwide im-
migration crisis and the other one of the
refugee camps that serves as home for the
displaced.

Most immigrant stories start with
chaos as civil order and economic stability
crumble in the immigrant’s home country.
Current poster child for countries in the
throes of self-destruction is Syria, whose
civil war has spawned 4.8 million refugees
spread across Europe and the rest of the
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Among the Ruins: Syria Past and Present, Christian
Sahner, Oxford, 2014

world and 6.6 million internally displaced,
producing a refugee deluge not seen since
World War II. In Among the Ruins: Syria
Past and Present, Middle East historian
Christian Sahner presents an engaging
history-cum-travelogue of Syria from me-
dieval times to the beginning of the cur-
rent civil war.

Sahner travels back historically to Da-
mascus during the Umayyad rule in 701
AD, when Caliph al-Walid I razed a build-
ing where Muslims worshipped in the east-
ern end and Christians in the western and
built a magnificent mosque and purged
the Christians, establishing Islam as the
“main show.” When he visits the mosque
in the modern-day city, Sahner finds a
shrine in the middle that reputedly holds
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NINE LIVES IN THE WORLD’S
LARGEST REFUGEE CAMP

CITY or
THORNS

BEN RAWLENCE

PICADOR

City of Thorns: Nine Lives in the World'’s Largest
Refugee Camp, Ben Rawlence, Picador, 2016

the head of John the Baptist. A Christian
saint honored in the midst of a Muslim
mosque is a talisman for the complexity of
religiosity that has existed in Syria for cen-
turies. The mosque contains another head,
that of Hussein, a direct descendant of the
Prophet Muhammed and forefather of
today’s Shi’a, who was savagely defeated by
the Umayyads at Karbala in 680 AD. Most
Syrians are Sunni Muslim, yet they retain
a shrine to a Shi’a hero in their primary
mosque and Syria continues to have close
ties with Shia-dominated Iran. Nothing is
ever simple in explaining ancient or mod-



ern Syria, but Sahner makes the subject
understandable and approachable.

The current civil war is also a complex
political tangle, with the clash of govern-
ment forces of Bashir al-Asad, a multiplic-
ity of rebel forces including ISIS, and the
military might of Russia and the United
States supporting opposing sides. The cur-
rent annihilation of Aleppo, which evokes
the quote from the Vietnam era “To save
the city we had to destroy it,” has added to
the flood of refugees fleeing the conflict.
They go to a different part of Syria, they
go to Turkey, they cross over to Europe
and a few make it to the United States.
Their medical problems are a product of
atrocious living conditions and a deci-
mated medical system in what used to be a
developed country.

Far from Syria in northeastern Kenya is
Dadaab, the world’s largest refugee camp,
housing 500,000 people. Ben Rawlence’s
book City of Thorns: Nine Lives in the

Keeping the game fair...

...50 you’re not fair game.

World’s Largest Refugee Camp supplies a
flavor of the hazards of life there. Violence
around every corner, corrupt security
forces and scant food supplies, despite the
United Nation’s efforts, beleaguer the nine
Somali people Rawlence follows through
the book. For one, Isha, “hunger had
become a normal thing ... familiar with
the bleeding gums, the inflamed limbs,
the cramped pain of drinking, the torture
when the empty stomach eats itself” Medi-
cal care, supplied by the United Nations
and Medecins Sans Frontieres, is a con-
stant battle with sanitation and scarcity.
Refugee camps are no place to get well.
City of Thorns is not an easy book
to read. Partly, it’s its structure. With
scattered chapters about the lives of its
protagonists, it is hard to weave together
a coherent narrative. And partly it’s the
subject matter, with one shocking inhu-
manity after another. Yet Rawlence does
articulately summarize the refugees’ pre-
dicament and the world’s response: “At a
time when there are more refugees than
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ever, the rich world has turned its back on
them. Our myths and religions are steeped
in the lore of exile, and yet we fail to treat
the living examples of that condition as
fully human. Instead, those fleeing the
twenty-first century’s wars in Syria, Iraq,
Afghanistan, Somalia and elsewhere are
seen as a potential fifth column, a threat”

The chaos of Syria, Somalia and other
refugee-spawning countries is far from
the comforts of the United States, but
their political, economic, medical and
humanitarian tremors continue to shake
us all. American physicians will see more
patients carrying the physical and psy-
chological scars of the refugee experience,
challenging our medical prowess and our
humanity. MM

Charles Meyer is editor in chief of Minnesota
Medicine.
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This article was published in the December 1, 2016 issue of New England Journal of Medicine. It is reprinted with permission.

Structural Racism and
Supporting Black Lives
The Role of Health Professionals

BY RACHEL R. HARDEMAN, PHD, MPH, EDUARDO M. MEDINA, MD, MPH, AND KATY B. KOZHIMANNIL, PHD, MPA

n July 7, 2016, in our Minneapolis

community, Philando Castile was

shot and killed by a police officer
in the presence of his girlfriend and her
4-year-old daughter. Acknowledging the
role of racism in Castile’s death, Minnesota
Governor Mark Dayton asked rhetori-
cally, “Would this have happened if those
passengers [and] the driver were white? I
don't think it would have” Such incidents
are tragic—and disturbingly common.
Indeed, in recent weeks, our country has
witnessed the well-publicized deaths of at
least three more black men at the hands of
police: Terence Crutcher, Keith Scott and
Alfred Olango.

Disproportionate use of lethal force by
law-enforcement officers against com-
munities of color is not new, but now we
increasingly have video evidence of the
traumatizing and violent experiences of
black Americans. Structural racism—a
confluence of institutions, culture, his-
tory, ideology, and codified practices that
generate and perpetuate inequity among
racial and ethnic groups'—is the common
denominator of the violence that is cutting
lives short in the United States.

The term “racism” is rarely used in the
medical literature. Most physicians are
not explicitly racist and are committed
to treating all patients equally. However,
they operate in an inherently racist system.
Structural racism is insidious, and a large
and growing body of literature documents
disparate outcomes for different races de-
spite the best efforts of individual health
care professionals.” If we aim to curtail
systematic violence and premature death,
clinicians and researchers will have to take
an active role in addressing the root cause.

Structural racism, the systems-level
factors related to, yet distinct from, inter-
personal racism, leads to increased rates
of premature death and reduced levels of
overall health and well-being. Like other
epidemics, structural racism is causing
widespread suffering, not only for black
people and other communities of color but
for our society as a whole.” It is a threat to
the physical, emotional and social well-
being of every person in a society that al-
locates privilege on the basis of race.’ We
believe that as clinicians and researchers,
we wield power, privilege, and responsibil-
ity for dismantling structural racism—and
we have a few recommendations for clini-
cians and researchers who wish to do so.

First, learn about, understand and accept
the United States’ racist roots. Structural rac-
ism is born of a doctrine of white supremacy
that was developed to justify mass oppres-
sion involving economic and political exploi-
tation.” In the United States, such oppression
was carried out through centuries of slavery
premised on the social construct of race.

Our historical notions about race have
shaped our scientific research and clinical
practice. For example, experimentation
on black communities and the segrega-
tion of care on the basis of race are deeply
embedded in the U.S. health care system.’
Disparate health outcomes and systematic
inequalities between black Americans and
white Americans in terms of wealth, well-
being and quality of life must be seen as
extensions of a historical context in which
black lives have been devalued. We would
argue that health care professionals have
an individual and a collective responsibil-
ity to understand the historical roots of
contemporary health disparities.
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Second, understand how racism has
shaped our narrative about disparities.
Researchers and clinicians have long used
rhetoric implying that differences between
races are intrinsic, inherited or biologic.
Pre-Civil War physicians attributed poor
health among slaves to their biologic in-
feriority rather than to their conditions of
servitude." Such beliefs persist today: A
study published earlier this year revealed
that 50 percent of white medical students
and residents hold false beliefs about bio-
logic differences between black and white
people (eg, black people’s skin is thicker;
black people’s blood coagulates more
quickly)® Implicit bias and false beliefs are
common—indeed, we all hold them—and
it's incumbent on us to challenge them,
especially when we see them contributing
to health inequities.

Third, define and name racism. In
health care and health services research,
we need consistent definitions and accu-
rate vocabulary for measuring, studying,
and discussing race and racism and their
relationships to health. Armed with his-
torical knowledge, we can recognize that
race is the “social classification of people
based on phenotype”—“the societal box
into which others put you based on your
physical features,” as Camara Jones of
the National Center for Chronic Disease
Prevention and Health Promotion puts
it. Racism, Jones continues, “is a system
of structuring opportunity and assign-
ing value based on phenotype (race) that:
unfairly disadvantages some individuals
and communities; unfairly advantages
other individuals and communities; [and]
undermines realization of the full potential
of the whole society through the waste
of human resources.”" If we acknowledge



and name racism in our work, writing, re-
search, and interactions with patients and
colleagues, we can advance understanding
of the distinction between racial catego-
rization and racism and clear the way for
efforts to combat the latter.

To pursue those efforts, we will have to
recognize racism, not just race. We fre-
quently measure and assess differences ac-
cording to race. Patients check race boxes
on forms; clinicians and health systems
may assess racial differences in care; and
researchers include race as a variable in
regression models. When a person’s race
is ascertained and used in measurement,
is it merely an indicator for race, or does it
mask or mark racism? For example, race is
often used as an input in diagnostic algo-
rithms (eg, for hypertension or diabetes),
which may deflect attention from underly-
ing causes—beyond biology—that may
be contributing to the medical condition.
Black Americans, on average, have more
poorly controlled diabetes and higher
rates of diabetes complications than white
Americans. Successful treatment of such
chronic conditions requires attention to
structural factors and social determinants
of health, but antiracism strategies are
rarely recommended for improving diabe-
tes control. Perhaps if we shift our clinical
and research focus from race to racism, we
can spur collective action rather than em-
phasizing only individual responsibility.

Finally, to provide clinical care and con-
duct research that contributes to equity,
we believe it’s crucial to “center at the mar-
gins”—that is, to shift our viewpoint from
a majority group’s perspective to that of
the marginalized group or groups. Histori-
cal and contemporary views of economics,
politics and culture, informed by centuries
of explicit and implicit racial bias, normal-
ize the white experience. In describing
Castile’s death, for example, Governor
Dayton noted that the tragedy was “not
the norm” in our state—revealing a deep
gap between his perception of “normal”
and the experiences of black Minnesotans.

Centering at the margins in health care
and research will require re-anchoring
our academic and health care delivery
systems—specifically, diversifying the

POINT OF VIEW | COMMENTARY

A Minnesota physician
on why he’s speaking out

INTERVIEW BY CARMEN PEOTA

After St. Paul resident Philando Castile was shot by a police officer during a traf-
fic stop in Falcon Heights last summer, three Minnesotans felt compelled to put
into words what they were feeling and thinking. The resulting article, “Structural
Racism and Supporting Black Lives: The Role of Health Professionals,” was published
online in October and in the December 1 issue of the New England Journal of Med-
icine. We asked one of the authors, Eduardo Medina, MD, MPH, who practices at
Park Nicollet's Minneapolis clinic to tell

PHOTO BY KATHRYN FORSS

us more about why he chose to speak out
on this controversial topic.

What prompted you and the
other authors to write this
article?

Throughout the summer of 2016,
almost weekly there was a news story
about someone getting shot or killed.
It was very psychologically taxing.
Then, when the incident happened so
close to home, we really felt compelled
to do something. We saw both the
extrajudicial killings and the things that
we deal with on a day-to-day basis in
the health care system as intertwined. It
was an opportunity to shine a light on
something that was important.

Can you explain how you
connect these issues?

You have to stand back and ask, Is
it coincidence that a population that
has historically been marginalized
and exploited also happens to have
the least economic opportunity, some of the largest challenges getting quality
education and housing that is substandard? And then you look at the health
care system and read the 2002 IOM report, “Unequal Treatment,” and you

can clearly see that race is an independent variable in care. You could be of a
mind that all these things are just happening to a population by chance. Or you
can understand these things as a historical process, which is what we certainly
ascribe to. Structural racism is somewhat invisible. Doctors aren’t actively racist.
Police officers aren‘t actively racist. But we inhabit a system that is. What allows
structural racism to prevail is that it exists as a default. Our focus on structural
racism does not excuse or ignore interpersonal racism, but it attempts to explore
the underlying cause of persistent structural inequity.

Eduardo Medina, MD, MPH

How does structural racism affect the health care that people get?
There are many studies demonstrating this. One published this year in Emergency
Medicine found that in Minnesota, African American, Hispanic and American

(continued on next page)
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(continued from previous page)

Indian pediatric patients were triaged differently than their white counterparts.
Another showed that patients who were born in Somalia and/or who prefer to
speak Somali get less preventive care than other patients. Only 22 percent are
appropriately screened for colorectal cancer, for example. That compares with 70
percent of Minnesota patients overall.

How does structural racism affect people’s health?

The research showing this is extensive. A recent study published in Social Science
and Medlicine found that black Americans living in states with high levels of
structural racism were more likely to report myocardial infarction than blacks living
in states with low structural racism indicators. The Minnesota Department of Health
has reported on health disparities. For example, we know African American and
American Indian babies die in the first year of life at a rate twice that of white
babies. That has been the case for more than 20 years.

Why should the medical community take on this issue?

If | told you there was a condition out there that increased your risk for disease,
that increased the likelihood that you would not get the right treatment, that
more or less can predict a pathology, you'd want to know what it is and how we
could treat it.

As health care professionals, we go where problems are. If we see the problem

is lack of vaccinations, then we need to study the issue. If the problem is a
disproportionate number of African American men being killed by police, we need
to address that. We conceive of this as any other public health problem. We want
to identify risk factors and what interventions are helpful, just like we would any
epidemic, any major chronic disease.

What can physicians do?

As a profession, if we're really going to start taking care of the health of our
populations, and we're identifying racism as an underlying cause of health
problems, then it's incumbent on us to speak to legislators or professional
organizations and say it is unacceptable.

We'd encourage physicians to address this issue like any other they would face in
their clinical practice: to gather information including from high-quality research and
expert opinion—in this case, that may mean going beyond medical journals and
into the realm of public health, sociology and anthropology—and to form their own
conclusions on how to address the problem. We'd recommend starting with the
National Academy of Sciences 2002 report “Unequal Treatment: Confronting Racial
and Ethnic Disparities in Health Care” and the Minnesota Department of Health's
2014 report “Advancing Health Equity in Minnesota: Report to the Legislature.”

What are you and your co-authors doing to further the discussion?
Our first author, Dr. Rachel Hardeman, is working with her colleague, Dr. Brooke
Cunningham, in the medical school on additions to the curriculum to help increase
future physicians’ capacity to understand these things. The U of M produces the
majority of physicians in Minnesota. We feel that anyone graduating from the

U of M medical school should understand how structural racism relates to health
and health care.

Is there a reason to be hopeful?

If there’s any state that can fix health disparities, it's Minnesota. The tradition in
Minnesota is to prioritize health and opportunity. If we thought this wouldn’t make
a difference, we wouldn’t have written the article.
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workforce, developing community-driven
programs and research, and helping to
ensure that oppressed and underresourced
people and communities gain positions
of power. Centering at the margins in
clinical care and research necessitates re-
defining “normal” We can do so by using
critical self-consciousness—the ability to
understand how society and history have
influenced and determined the opportuni-
ties that define our lives. For clinicians,
that means reflecting on how they arrived
at their understanding of a diagnosis or
clinical encounter and being willing to
understand how patients arrived at theirs.
Centering at the margins not only provides
an important opportunity to practice more
patient-centered care but can also generate
new findings and clinical insights about
the experiences of people who are often
overlooked or harmed by our nstitutions.
We believe that in Minnesota and
throughout the country, health care profes-
sionals have an obligation and opportunity
to contribute to health equity in concrete
ways. Addressing violence against black
communities can start with antiracist prac-
tices in clinical care and research. Do we
have the courage and conviction to fight to
ensure that black lives do indeed matter? MM

Rachel Hardeman and Katy Kozhimannil

are with the Division of Health Policy and
Management, University of Minnesota School
of Public Health. Eduardo Medina practices at
the Park Nicollet Clinic in Minneapolis.

This article was published in the December
1, 2016 issue of New England Journal of
Medicine. It is reprinted with permission.
Copyright Massachusetts Medical Society.

REFERENCES

1. Jones CP. Confronting institutionalized racism.
Phylon. 2002;50:7-22.

2. Gee GC, Ford CL. Structural racism and health
inequities: old issues, new directions. Du Bois Rev.
2011,8:115-32.

3. Bonilla-Silva E. White supremacy and racism in the
post-civil rights era. Boulder, CO: Rienner, 2001.

4. Cunningham BA. Race: a starting place. Virtual
Mentor. 2014,6:472-8.

5. Hoffman KM, Trawalter S, Axt JR, Oliver MN. Racial
bias in pain assessment and treatment recommenda-
tions, and false beliefs about biological differences
between blacks and whites. Proc Natl Acad Sci USA.
2016;113:4296-301.



MMA NEWS

THE 2017 LEGISLATURE

MMA prepares for session

iven the unexpected November election, there are many un-
knowns as the 2017 legislative session begins.

“With the Republicans now controlling both the House and
Senate, it would appear that they wield a lot of power,” says Dave
Renner, the MMA’s director of state and legislative affairs. “How-
ever, in order to govern effectively, they will still have to work with

Gov. Dayton to pass legislation, including a biennial budget that he will be willing to sign

into law.”

Whether having a majority in the House and Senate leads to the passage of pro-medi-

cine legislation remains to be seen. What is known is the direction on priorities provided

by the Board of Trustees in November. The MMA enters the session, which began Janu-

ary 3, focused on the following key issues:

Pass Prior
Authorization
Reform

A priority in the
last two legisla-
tive sessions,
medication prior

authorization
(PA) reform remains a top priority for Min-
nesotas physician community and, even
more so, for patients who depend on critical
medications. A coalition of more than 40 pa-
tient advocacy groups has formed to support
passage of the patient protections included
in a bill championed by the MMA the last
two years. The legislation has received strong
bipartisan support in the past but has been
blocked by special interests opposed to re-

form. The MMA hopes legislators will work
to put patients first in 2017.

Maintain
the Provider
Tax Repeal
Thanks to a
bipartisan 2011
budget agree-
ment between
legislative
Republicans and Gov. Mark Dayton, the

2 percent provider tax has been set for
repeal on December 31, 2019. The MMA
will work to make certain the tax repeal
remains on pace for 2019 while continuing
to ensure that low-income Minnesotans
have access to quality health care.

r " Addressing

J ) | the Opioid

% . Y Epidemic in

. J Minnesota
4 ‘v While great

“t “ progress has
V : t been made
inappropriate prescribing of opioids and
doctor-shopping by patients, there remains
a crisis in Minnesota related to opioid
abuse and drug overdoses. The MMA will
support efforts to facilitate the use of the

in addressing

Prescription Monitoring Program (PMP)
by advocating for funding to integrate the
PMP with electronic health records. The
MMA will also support efforts to allow
greater access to treatment, such as remov-
ing PA requirements for buprenorphine,
naltrexone and naloxone.

Alignment
P . of Quality
Measures
AEASURE [IERETPRE
o passage of
MACRA by

o Congress has

created strong
new incentives for physician clinic quality
measurement reporting. The national mea-
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sures, however, do not align with most of
the measures required by Minnesota’s State-
wide Quality Reporting and Measurement
System. The MMA will support efforts

to better align state and federal measures
and, where alignment does not exist, lobby
for greater flexibility for clinics. While the
MMA remains supportive of efforts to
measure the quality of health care provided
to patients, the existing system is needlessly
burdensome and often duplicative.

Republicans
appoint chairs to
influential health care

committees

Sen. Jim Abeler (Anoka) will chair
the Senate Human Services Reform
Finance and Policy Committee. A
chiropractor by training, Abeler
chaired the HHS finance committee
from 2011 to 2012 when he served
in the House of Representatives.

The Senate Health and Human
Services Finance and Policy
Committee will be chaired by Sen.
Michelle Benson (Ham Lake).

Sen. Julie Rosen (Vernon Center)
has been named chair of the Senate
Finance Committee, considered one
of the more powerful positions in
state government. Rosen has long
been active on issues related to
health care and public health.

Sen. Karin Housley (Saint Mary’s
Point) will chair the Senate Aging and
Long-Term Care Policy Committee.

Rep. Matt Dean (Dellwood) will
continue to chair the House Health
and Human Services Finance
Committee.

Rep. Joe Schomacker (Luverne)
will take over the House Health and
Human Services Reform Committee.

Rep. Debra Kiel (Crookston)

will hold the gavel in the House
Subcommittee on Aging and Long-
term Care, a position formerly held by
Schomacker.
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News Briefs

PTSD added to qualifying
conditions for medical cannabis
program

In early December, Health Commissioner
Edward Ehlinger, MD, added post-trau-
matic stress disorder (PTSD) to the grow-
ing list of qualifying conditions allowed in
the state’s medical cannabis program.

“This decision was made after careful
deliberation of available evidence, consul-
tation with experts in the field and public
input,” Ehlinger said. “While the process
of reviewing these potential additions was
difficult due to the relative lack of pub-
lished scientific evidence, PTSD presented
the strongest case for potential benefits.
PTSD also has few effective treatment al-
ternatives available for some patients with
the condition”

“The MMA urges restraint in the use of
medical cannabis as a treatment for PTSD
but is cautiously optimistic that the unique
research component of the state’s medical
cannabis program may generate data that
ultimately could lead to a better under-
standing of cannabis’ effectiveness,” said
MMA President David Agerter, MD, in a
statement to the media.

In addition to adding PTSD as a quali-
fying condition, Ehlinger approved the use
of patches, lotions, creams, gels and oint-
ments as application methods. Currently,
patients can purchase cannabis in pill, liq-
uid or oil form at any distribution center
in the state.

MMA reacts to attorney
general’s opioid prescribing
recommendations

Minnesota Attorney General Lori Swan-
son released a comprehensive report in

November containing 23 recommenda-
tions for addressing the opioid abuse
crisis plaguing Minnesota. Some of the
recommendations, including a call for
mandatory use of the state’s Prescrip-
tion Monitoring Program (PMP) and
required CME for prescribers, are oft-
cited ideas that have not been shown to
be effective in other states.

The MMA is a strong supporter of
the PMP and supported legislation in
2016 requiring all physicians to register
for a PMP user account. But mandatory
use for every prescription would be a
cumbersome administrative require-
ment, particularly given the PMP’s cur-
rent limitations, most notably its lack
of interoperability with most electronic
health record systems.

In September, the Institute for
Clinical Systems Improvement (ICSI)
unveiled its guidance on opioid pre-
scribing, which addresses the entire
continuum for acute, sub-acute and
chronic non-cancer pain in adults. The
ICSI guideline recommends querying
the PMP only in certain circumstances.

The MMA has also opposed manda-
tory CME for prescribers as an overly
blunt requirement that fails to recognize
the variable educational needs among
physician specialties. The state at-
tempted CME mandates in the past and
subsequently repealed the requirements.

The MMA strongly encourages phy-
sicians who treat pain and prescribe
opioids to address their knowledge gaps
with specific and relevant information.
To support physician education, the
MMA has partnered with the University
of Minnesota Medical School and the
Steve Rummler Hope Foundation to
offer a variety of free webinars, which
are available on the MMA website at
www.mnmed.org/painseries.

Along with mandatory use of the
PMP and required CME for prescrib-
ers, Swanson recommended a statewide
standing order for naloxone, removing
prior authorization requirements on



buprenorphine by Medical Assistance,
reducing from one year to 30 days the
maximum length of time a narcotic pre-
scription can be filled.

Board approves new policies on
HPV vaccination, firearm safety
and more

At its November meeting, the MMA
Board of Trustees approved several new
policy positions on topics ranging from
HPYV vaccination to firearm safety.

With the board’s action, the MMA now:

e Supports legislation that would add
HPYV vaccination to the list of health
services to which minors can consent.

e Will promote conversations between
providers and patients on responsible

firearm surveillance system to improve
data collection, analysis and research on
firearm injury prevention.

¢ Identifies substance use disorders as
chronic conditions that are both prevent-
able and treatable, and urges greater atten-
tion and increased resources for substance
use disorder prevention, treatment and
recovery services in Minnesota.

e Supports efforts to move oral contracep-
tives to over-the-counter (OTC) status,
noting that the benefits in terms of re-
ducing unintended pregnancy outweigh
the risks of OTC access and broader
use. (This position is consistent with the
position of the American College of Ob-
stetricians and Gynecologists.)

Board takes action to reduce
script drug spending

The MMA Board of Trustees approved rec-
ommendations from the MMAs MARCH
(Minnesota Action to Reduce Costs in
Healthcare) steering committee about ways
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limited impact than changes made on a
national level.

Task force on mental health

submits recommendations

The Governor’s Task Force on Mental

Health submitted its final report to Gov.

Mark Dayton in mid-November. The re-

port contained the following nine recom-

mendations:

e Creating a comprehensive mental
health continuum of care

e Redesigning governance of Minnesota’s
mental health system

e Using a cultural lens to reduce mental
health disparities

e Developing a mental health workforce

® Achieving parity

e Promoting mental health and prevent-
ing mental illness

® Achieving housing stability

e Implementing short-term improve-
ments to acute care capacity

e Implementing short-term solutions to

improve crisis response.
Dayton convened the task

force to advise him and the Leg-

islature on mental health system

improvements within Minne-

sota. The 24-member task force

included two MMA members,

Paul Goering, MD, and Bruce

Sutor, MD, as well as represen-

tatives of patients and families,

service providers, counties,

courts, law enforcement, cor-

firearm ownership and safe storage in the

home (much like current conversations the MMA can address the rising and unsus-  rections, public health, education, housing

on the use of child-restraint systems in tainable cost of prescription drugs.

The board approved three broad strate- »

and legislators.
the car); supports the growing move-

ment for common-sense changes to gun  gies to address this problem:

laws to promote responsible gun owner- e Working to increase appropriate pre-

ship and supports efforts in Minnesota
to require criminal background checks

on all purchases and transfers/exchanges

of firearms, with reasonable exceptions
for immediate family and law enforce-
ment and military acting in an official
capacity; urges elected leaders to ensure
that law enforcement officials have ad-

equate resources to enforce the laws that

hold sellers accountable when they sell
firearms to prohibited purchasers; and

supports state investment in Minnesota’s

scribing

Supporting passage of state legislation to
improve the prescription drug market,
protect patients, increase accountability
of pharmaceutical benefit managers and
reduce administrative complexity
Partnering with and informing stake-
holders, including patients, about steps
they can take to reduce prescription
drug spending.

The MMA recognizes that actions

taken at a state level will have a more

Be sure to sign

up to attend

DAY AT THE

Day at the CAPITOL
Capitol.
www.mnmed.org/
DAC2017
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Minnesota Medicine wins five

magazine excellence awards

Minnesota Medicine won five awards at the an-

nual Minnesota Magazine & Publishing Associ-

ation (MMPA) Excellence Awards in November.
Here’s the breakdown:

¢ Gold in the “Regular Column for Association
Under 30,000” category for the magazine’s
Perspective column

e Silver in the “Feature Article for Associa-
tion Under 30,000 category for “Equity Rx;”
which appeared in the October 2015 issue

e Silver in the “Editorial: Technical for Associa-
tion Under 30,000” category for “The Opioid
Epidemic and the Minnesota Board of Medi-
cal Practice” that appeared in the May/June
2016 issue

e Bronze in the “Overall Excellence for Asso-
ciation Under 30,000” category

¢ Bronze in the “Single Topic Issue for Associa-
tion Under 30,000” category for the maga-
zin€’s arts issue (July 2015).
The MMPA is an organization of publishers,

vendors, freelancers, educational institutions

and sponsors.
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Robert Meiches, M. D

Teresa Knoedler

Juliana Milhofer

MMA in Action

In early December, MMA CEO Robert Meiches, MD;
Dave Renner, director of state and federal legislation;
Janet Silversmith, director of health policy; MMA
President David Agerter, MD; and MMA Board Chair
Douglas Wood, MD, met with Erin Sexton, Mayo
Clinic director of state government relations, to discuss
MMA legislative priorities. Meiches, Renner and Silver-
smith also met with Sexton and Mayo’s Robert Nesse,
MD, and Paula Santrach, MD, to discuss value-based
payment reform.

Renner participated in a meeting of hospital and
physician groups from southern Minnesota to discuss
the problems caused by the MNsure changes and narrow
networks. The late November meeting, convened by Sen.
Julie Rosen (R-Vernon Center), included 11 provider
groups from the Mankato, Fairmont, St. Peter, Madelia
and Blue Earth areas. Rep. Bob Guther (R-Fairmont)
and Sen.-Elect Nick Frentz (DFL- Mankato) attended as
did Lauren Gilchrist from Gov. Mark Dayton’s office and
Deputy Commissioner Dan Pollock and Assistant Com-
missioner Gil Asavados from the Minnesota Depart-
ment of Health (MDH).

Eric Dick, manager of state legislative affairs, pre-
sented the MMA's legislative agenda for the 2017 legisla-
tive session to the Rural Health Advisory Committee
(RHAC) in mid-November. The RHAC is a statewide
group at the Minnesota Department of Health that is
tasked with serving as a forum for studying and invest-
ing in rural health care needs. The 15-member panel is
composed of health care providers, consumers, legisla-
tors and others.

In mid-November, Meiches, Renner, Silversmith,
Dick, Teresa Knoedler, policy counsel, and Juliana
Milhofer, policy analyst, met with Minnesota Council
of Health Plans staff to discuss upcoming legislative
issues, individual market/MNsure challenges and the
MMA's MARCH effort.

In mid-December Meiches, Renner, Silversmith,
Dick, Knoedler and Milhofer met with Minnesota Hos-
pital Association staff to discuss legislative issues and
priorities for 2017.

Also in mid-December, Meiches, Renner, Silversmith,
Dick and Knoedler met with Health Commissioner Ed-
ward Ehlinger, MD, and senior MDH staff to discuss the
upcoming legislative session.



VIEWPOINT

Medicine is best served
when physicians
participate in governing

his past November, a wave of Republi-

can support washed over the country,

including Minnesota where the GOP
once again controls the House and Sen-
ate. The only thing standing in the way of
a trifecta is DFL Gov. Mark Dayton, who
wasn't up for re-election.

Does this bode well for physicians? It’s
difficult to say at this point. With Dayton’s
pen ready to veto any overstepping by the
Republicans, legislators will have to play
nicely at the Capitol. Compromise will be
necessary for both parties.

Given its history of disdain for taxes,
the GOP will likely support the sunset of
the provider tax, which tacks on 2 percent
to almost all physician and health care ser-
vices. Thanks to a 2011 bipartisan agree-
ment the MMA helped secure, the tax is
scheduled for repeal at the end of 2019.
The MMA has fought long and hard to
keep this date on the calendar, and here’s
hoping that continues with the Republi-
cans in power. We will also remain vigilant
in our efforts to ensure that repealing the
provider tax does not mean an end to the
important programs that provide afford-
able care.

We may see more resistance when it
comes to our efforts to reform medication
prior authorization. Although our efforts
have received bipartisan support during
the past two sessions, the bill we supported
has stalled because of arguments made by
the special interests opposed to reform,
including the health plans and pharmacy
benefit managers. Their argument that
reform will be expensive for both the state
and employers, while dubious, may con-
tinue to hold sway with the Republican-
controlled House and Senate and hold PA
legislation back.

Given these challenges, I am calling
on our members to get involved—at our
annual Day at the Capitol on February
15; with our political action committee,
MEDPAC; and when we call upon you
to send Action Alerts to your state repre-
sentative and senator. Legislators listen to
physicians! We need more of our members
to get active politically. I know that we are
all busy with our careers, but think of the
ever-increasing administrative burdens
placed upon us. This bureaucracy keeps us
from what we love to do most—take care
of our patients. We need to influence those
who seek to legislate how we practice.

Every voice counts.

Fortunately, the physician’s voice will
be amplified this year. Two doctors—Scott
Jensen (R-Chaska) and Matt Kline (DFL-
Mendota Heights)—were elected to the
Minnesota Senate in November. It has
been 14 years since we've had a physician
serving at the Legislature, and now we
have two. They sit on different sides of
the aisle, but we know that Jensen, a fam-
ily physician, and Kline, a hospitalist, will
both be strong voices for the practice of
medicine.

Physicians are leaders. Let’s prove that
more than ever this session. Get active.
Take the time to get to know your legisla-
tor. They want to hear from you. Offer
to be a resource to them so they can hear
how their policy decisions will affect the
patients you serve. Be the face of medicine
to them. Let’s make sure that the physi-
cian’s voice is heard loud and clear in state
and federal government because the deci-
sions lawmakers make affect our patients
and practices daily.

MMA NEWS

David Agerter, MD
MMA President

Physicians are leaders.
Let's prove that
more than ever this

upcoming session.
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A Look at MACRA
What to Expect in 2017

BY JANET SILVERSMITH

The Medicare Access and Children’s Health Insurance Program (CHIP) Reauthorization Act of 2015 fundamentally
changes how physicians who care for Medicare patients will be paid. Although physicians won't see changes in
their payments in 2017, they need to understand that their performance in 2017 will be the basis for the payments
made to them starting in 2019. This article summarizes the two paths for determining future Medicare payments

established by the law: the merit-based incentive payment system and advanced alternative payment models.

ig changes are coming for clinicians

as the Medicare Access and Children’s

Health Insurance Program (CHIP)
Reauthorization Act of 2015 (MACRA)
takes effect January 1, 2017. The law
changes the way Medicare Part B pay-
ments to clinicians will be determined.
MACRA does not affect hospital (Part A)
or other facility payments; it also does not
affect payment from Medicare Advantage
(managed care) plans, which enroll ap-
proximately 55% of all Medicare benefi-
ciaries in Minnesota. Although payments
won’t be changed under MACRA until
2019, physician performance in 2017 mat-
ters, as it will serve as the basis for those
payments.

At its most basic, MACRA moves
Medicare toward a value-based payment
approach and establishes two paths for
determining future Medicare payment
for physician services: 1) the merit-based
incentive payment system (MIPS) and
2) advanced alternative payment models
(advanced APMs). Together, MIPS and
advanced APMs are known as the Qual-
ity Payment Program. Starting in 2019,
payments will be based on the MIPS or
advanced APMs.

Most clinicians (an estimated 590,000
to 640,000 nationwide in 2017) will be
subject to the MIPS. The law defines
“MIPS-eligible clinicians” as physicians
(MDs/DOs), dentists, chiropractors, po-
diatrists, optometrists, physician assis-
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tants, nurse practitioners, clinical nurse
specialists, certified registered nurse
anesthetists and groups that include
these clinicians who bill Medicare Part
B. There are some specific exclusions,
notably newly enrolled Medicare provid-
ers (for their first year); those with a low
volume of Medicare business (defined
in the final regulation to be those with
$30,000 or less in annual Part B allowed
charges, or those who serve 100 or fewer
Medicare Part B patients a year); or,
those determined to be qualifying par-
ticipants in advanced APMs.

As there are strict eligibility criteria
for advanced APMs, far fewer physicians
(70,000 to 120,000 in 2017) are expected
to be eligible for the advanced APM path.
The Centers for Medicare and Medicaid
Services (CMS) will notify clinicians/
groups if they qualify for the advanced
APM path early in 2017.

This article summaries the new payment
approach under MACRA, focusing on the
primary provisions of the law that take ef-

TABLE 1

fect in 2017 in order to help position physi-
cians for success under the new law.

Merit-Based Incentive
Payment System
The design of the MIPS represents an intent
to integrate and simplify existing Medicare
incentive payment programs, specifically
the physician quality reporting system,
the meaningful use program and the value
modifier. These programs will continue to
affect payments through 2018 (note that
payments are based on performance from
two years prior, so payments in 2018 are
based on 2016 dates of service). At the end
of 2018, all three of these programs end.
Under the MIPS, physicians will be
evaluated based on performance in four
domains: quality, advancing care infor-
mation using certified electronic health
record (EHR) technology;, clinical practice
improvement activities, and resource use/
cost. Each of these domains is weighted
to calculate the final performance score
(see Table 1). In a somewhat surprising

2017 MIPS Performance Assessment Categories and Weights

ASSESSMENT CATEGORY
Quality

Advancing care information using electronic
health records

Clinical improvement activities

Resource use/cost

PERCENT OF OVERALL SCORE
60%

25%

15%
0%



move, CMS applied a 0 percent weight to
resource use/cost in the final regulation
for 2017. Over time, however, that will
change; the resource use/cost component
will be 10 percent in 2018 (2020 pay-
ments) and 30 percent of the overall per-
formance score by 2019.

Depending on their score, physicians/
groups will see negative, neutral or posi-
tive payment adjustments in 2019. For the
first year of the MIPS, physicians/medical
groups must achieve a score of at least 3
(out of a maximum of 100 points) to avoid
a negative payment adjustment; those with
a score of 70 or higher will receive up to a
10 percent “exceptional performance” ad-
justment. The performance threshold will
be redefined for 2018 (2020 payments)
and annually thereafter.

The first year of the MIPS is a transition
year, allowing practices to participate at
their own pace and, as needed, to develop
the necessary data-tracking and reporting
capacity. Physicians can avoid payment
cuts in 2019 by participating. Table 2
outlines the three participation options.
Depending on the option selected and the
demonstrated performance, practices may
be eligible for a payment increase. Physi-
cians should select the quality measures
and clinical practice improvement activi-
ties that are most meaningful to and best
reflect their practice. Failure to submit
any data will automatically result in a 4
percent payment cut for 2019; the maxi-
mum payment increase in 2019 (excluding
the exceptional performance adjustment)
is 4 percent. The size of the payment in-
creases/decreases will increase each year
until 2022, when the maximum payment
adjustments will be +/-9 percent.

Importantly, the MIPS payments will be
budget neutral, meaning that the amount
of the payment is subject to the available
funds captured through payment cuts. The
one exception to this is for “exceptional
performance,” for which payment adjust-
ments of up to 10 percent will be financed
through new funding, for payment years
2019 to 2024 only. For 2017, physicians/
groups must earn a MIPS score of 70 or
higher to qualify for the exceptional per-
formance payment.

TABLE 2

2017 MIPS Pick-Your-Pace
Participation Options

1. TEST: Submit 1 quality measure,

1 clinical practice improvement
activity or the 4-5 required
advancing care information using
EHR technology measures.

This option may be particularly
attractive to practices that have
not had experience submitting
data to CMS through programs
such as the Physician Quality
Reporting System (PQRS). If this
option is selected, physicians
can avoid a negative payment
adjustment in 2019.

. PARTIAL PARTICIPATION: Report

for at least a 90-day period

and submit more than 1 quality
measure, more than 1 clinical
practice improvement activity

or more than the required 4-5
advancing care information using
EHR technology measures.

Physicians can avoid a negative
payment adjustment and,
depending on performance, are
eligible for a positive adjustment
in 2019.

. FULL PARTICIPATION: Report

data reflecting the full 2017
calendar year and report 6 quality
measures (or a defined specialty-
specific measure set) and the

4-5 required advancing care
information using EHR technology
measures, and demonstrate

use of up to 4 clinical practice
improvement activities.

This option gives practices the
best opportunity for the greatest
number of performance points
and the highest potential payment
update. This option does not,
however, quarantee the maximum
4% payment adjustment as the
update is based on performance,
not simply the amount of data
submitted.

Clinical ano Health Affairs

Quality

For full participation, quality is based on
the submission of six quality measures,
including at least one outcome. If an out-
come measure is not available/applicable,
then the physician/group must report one
other “high-priority” measure (outcome,
appropriate use, patient safety, efficiency,
patient experience or care coordination).
Physicians/groups can choose from a list
of approximately 260 options, which are

a mix of outcome, process, efficiency,
structure and patient engagement/experi-
ence measures. From these measures, 26
specialty-specific measure sets have been
created, and groups may either choose
from the full list of measures or report a
predefined specialty set. For groups with
16 or more clinicians and with a minimum
case size of 200, CMS will calculate from
claims data and attribute to the group an
all-cause hospital readmission rate. An ini-
tial proposal to also calculate and attribute
acute and chronic conditions composite
measures has been dropped for 2017.

Advancing Care Information

Minimum participation in this category
requires reporting of four or five “base”
measures. The specific measures for 2017
will depend on which certified EHR edi-
tion (2014 or 2015) is used by the physi-
cian/group. Generally, the base measures
reflect e-prescribing, patient access, secu-
rity risk analysis and health information
exchange capabilities. Additional measures
can be reported for “performance” and for
“bonus” points.

Clinical Practice-Improvement Activities
This category, which is new, is intended
to recognize efforts employed by physi-
cian practices aimed at improving care
coordination, beneficiary engagement,
population management and health eq-
uity. For full participation, physicians can
choose from a list of 94 different activities
and attest to employing (for a minimum
of 90 days) either two high-weighted (20
points each) or four medium-weighted
(10 points each) activities. For small prac-
tices, rural practices or practices located
in geographic health professional shortage
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areas (HPSAs), and non-patient-facing
clinicians (ie, those who bill for 100 or
fewer patient-facing encounters [general
office visits, outpatient visits and surgical
procedures, including telehealth services]
during performance period), full partici-
pation is set at one high-weighted or two
medium-weighted activities. Practices that
are certified as patient-centered medi-

cal homes can automatically achieve full
credit in this category. In a change from
the proposed rule, a medical home can

be recognized if certified by a national
program, a regional or state program, a
private payer or another body that admin-
isters patient-centered medical home ac-
creditation. With this change, Minnesota
certified health care homes are eligible for
full credit in this category.

Advanced Alternative Payment
Models
The advanced APM path is designed for
those physicians/groups that are partici-
pating in alternative (to fee-for-service)
delivery and payment structures that create
incentives for quality and value and expose
physician practices to some financial risk.
As a matter of policy, MACRA favors the
advanced APM option and included strong
financial incentives in hopes of expanding
their use. From 2019 to 2024, qualifying
participants in advanced APMs can re-
ceive an annual lump-sum bonus payment
equal to 5 percent of their annual aggregate
Medicare payments for the preceding year.
In addition, beginning in 2026, the base
Medicare fee schedule increase is higher for
APM participants than for MIPS clinicians
(.75 percent versus .25 percent per year).
Qualifying as an advanced APM, how-
ever, is challenging. For 2017, CMS will
recognize only six models:
® Next Generation ACO
® Medicare Shared Savings Program -
Track 2
® Medicare Shared Savings Program —
Track 3
e Comprehensive End-Stage Renal Dis-
ease Care Model
e Comprehensive Primary Care Plus
(CPC+)
® Oncology Care Model

Participating in one of these, however,
is not enough. A sizeable portion of a
physician group’s business—meaning, for
2017, either 25 percent of Medicare Part B
payments or 20 percent of Medicare pa-
tients—must flow through the advanced

DAY AT THE

GAPITOL

APM in order for a physician to be consid-
ered a “qualifying participant.” Beginning
in 2021, revenue and patients from other

payers’ APMs can also be counted; how-
ever, the revenue and patient thresholds
also increase. It is expected that additional
advanced APM:s will be available in future
years. CMS has identified at least four new
models that will likely be added in 2018,
including new bundled payment models

FOR YOUR

and a new ACO Shared Savings model.

Looking Ahead

Health care, specifically the Affordable
Care Act or Obamacare, is expected to be
an early and major focus of the 115th Con-
gress and President-elect Trump’s admin-
istration. Although there are some early

Day at the

Capitol

hints that Medicare may also face a variety
changes if the new congressional majority
has its way, there is no current evidence
that the bi-partisan MACRA law will be
affected, at least in the short term. Min-
nesota physicians are encouraged to un-
derstand MACRA and their participation
options now in order to maximize their
Medicare Part B payment. This is particu-
larly important as the potential penalties
under MACRA will rise to 9 percent and W e d n es d a

in light of the growing share of revenue yl
Medicare represents for many physician
practices. Exploring the variety of options

Feb. 15, 2017

available in 2017 will help position physi-
cians for success in 2018 and beyond. MM

Noon
Saint Paul

Janet Silversmith is director of health policy for
the Minnesota Medical Association.
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Alternative Payment Model (APM) Incentive under
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10/19/2016 4:15 pm; Publication Date: 11/4/2016.
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Raising the Minimum Legal Sale Age

for Tobacco to 21
The Estimated Effect for Minnesota

BY RAYMOND G. BOYLE, PHD, JOHN H. KINGSBURY, PHD, AND MICHAEL J. PARKS, PHD

A campaign to raise the minimum legal sale age for tobacco products from 18 to 21 years known as Tobacco 21

is having a nationwide impact, with at least 200 localities in 14 states having already implemented a Tobacco

21 policy. A 2015 report from the Institute of Medicine (IOM) estimated the effects of such policy on cigarette

use at the national level; however, little is known about the expected effects for individual states. The purpose
of this study was to consider the effect on smoking initiation in Minnesota if the minimum sale age were 21 in
2015. Estimates from the Minnesota Adolescent Community Cohort and Minnesota Adult Tobacco Survey were
used to calculate the uptake of smoking in a hypothetical cohort of Minnesota adolescents 15 to 20 years of age.
Expected reductions in initiation in the IOM report were used to calculate the effects of Tobacco 21 policy on
smoking uptake in this cohort. Results revealed that raising the sale age to 21in 2015 would prevent 3,355 young

Minnesotans from starting to smoke.

innesota addresses tobacco use

through a comprehensive ap-

proach that includes coordinating
smoke-free policies, promoting norma-
tive changes in the social acceptability of
tobacco use, establishing and expanding
the reach of cessation programs, keeping
the price of tobacco high and preventing
young people from initiating tobacco use.
The overall effect of these actions has been
a 35% reduction in cigarette smoking in
Minnesota since 1999;' however, tobacco
use remains popular among young adults
in Minnesota and nationally."”

The persistence of tobacco use among
young adults, coupled with an evolving
marketplace that includes new flavored
products (eg, flavored cigars and cigaril-
los) and new delivery methods (eg, elec-
tronic cigarettes), has led to a desire for
increased regulation of tobacco. In 2009

the U.S. Congress granted authority to the
Food and Drug Administration (FDA)
through the Family Smoking Prevention
and Tobacco Control Act to regulate the
manufacture, distribution and marketing
of tobacco products.’

Although this law prohibited the FDA
from increasing beyond age 18 the na-
tional minimum sale age for tobacco prod-
ucts, state and local governments are able
to raise the minimum sale age for tobacco.
In addition, the law required a study of the
health implications of a higher minimum
age of legal access. The Institute of Medi-
cine (IOM), now the National Academy
of Medicine, conducted the study using
national data to consider the effects of dif-
ferent minimum purchase ages (19, 21 or
25 years) and examine multiple outcomes,
including preventing young people from
starting and encouraging current smokers
to quit smoking, and the health benefits
from reduced smoking because of an in-

creased purchase age. Nationally, increas-
ing the purchase age to 21 would result in
approximately 223,000 fewer premature
deaths and 50,000 fewer deaths from lung
cancer.’

Adolescents younger than age 18 fre-
quently obtain tobacco from social sources
who are older than 18 but younger than
21.7 If tobacco could not be sold to 18- to
20-year-olds, they would be far less likely
to provide tobacco to younger teens. By
age 21, young adults are likely to have
friends older than high-school age and,
therefore, less likely to provide tobacco to
minors.

The IOM’s 2015 report is particularly
important because it provides scientific
guidance for state and local governments
as they seek to protect public health. Al-
though the report provided novel informa-
tion on the expected effects of Tobacco 21
policy on a national level, it provided little
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information about the expected effects at
a state level.

The purpose of this study was to con-
sider the effects on smoking initiation in
Minnesota if the legal minimum sale age
for tobacco products were 21. The specific
goal was to calculate how many young
people ages 15 to 20 years would not start
smoking if the assumptions from the IOM
report were applied to Minnesota.

Methods and Assumptions

Age groups: The 2015 IOM report exam-
ined effects among specific age groups:
under 15 years, 15- to 17-year-olds and
18- to 20-year-olds. In this analysis, we
limited the consideration to ages 15 and
older.

Initiation rate: Cohort studies that fol-
low participants over time provide the best
estimates of smoking initiation. The Min-
nesota Adolescent Community Cohort
(MACQC) study was a population-based
study of Minnesota youth ages 12 to 16
in 2000 who were followed until 2008. In
2003, approximately 19% of the cohort
reported smoking in the previous month.’
Smoking among Minnesota high school
students has fallen to about 10% since
2003. Therefore, in this analysis we used
10% as the estimate of smoking initiation
among youth 15 to 17 years of age.

In a later analysis of the MACC data,
16% of the cohort who did not start
smoking in high school took up smoking
(smoked in the past month) between the
ages of 18 and 21.” This estimate of smok-
ing uptake is consistent with the preva-
lence of smoking among young adults in
the Minnesota Adult Tobacco Survey. For
this analysis we used 16% as the estimate
of 18- to 20-year-olds who would initiate
smoking.

Estimated effects of Tobacco 21 policy:
An increase in the minimum sale age is
expected to apply to all commercial to-
bacco products; however, for the purpose
of estimating effects similar to those in the
IOM report, the scope of this study was
restricted to cigarette smoking. In addi-
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FIGURE

Estimated Reduction in Youth Smokers with Implementation

of Tobacco 21 Policy

WITHOUT TOBACCO 21 POLICY
WITH TOBACCO 21 POLICY

7,200

NUMBER OF YOUTH

5,400
Ages 15 to 17 years

10,368

Ages 18 to 20 years

17,568
14,213

8,813

Combined Total

AGE GROUPS AFFECTED BY TOBACCO 21 POLICY

NUMBER NOT
NUMBER WHO ~ PROPORTION SMOKING IF
COHORT AGE HAVE NOT WHO START NUMBER POLICY WERE
(YEARS) SMOKED SMOKING SMOKING IN EFFECT
15 72,000

16to 17 64,800 10% 7,200 1,800

18 t0 20 54,432 16% 10,368 1,555
Note: The cohort size is 1/5 of the census estimate of TOTAL: 3,355

Minnesota 15- to 19-year-olds in 2015.

tion, the expected reduction in smoking
initiation is thought to vary by age. The ef-
fect is expected to be larger among youth
15 to 17 years of age, with an expected re-
duction in the uptake of smoking of 25%.
Among those 18 to 20 years of age, the
expected reduction is 15%."

Variation by demographic variables:
Smoking rates vary substantially by popu-
lation groups in Minnesota. For example,
in 2014 the overall adult smoking rate was
about 14%,' but within the urban Ameri-
can Indian population the smoking rate
was 59%." There is a lack of literature on
how smoking initiation would be affected
in population groups with higher smoking
rates if the sale age were increased. Thus,
the estimate here is not adjusted by gender
or other demographic variables (eg, race/
ethnicity, income).

Enforcement: States are required to
enact and enforce laws prohibiting the sale
or distribution of tobacco products to in-
dividuals younger than 18 years of age. A
major assumption of Tobacco 21 policy is
that the same level of current enforcement
and retailer compliance would remain in
effect. Although Minnesota has a high
rate of retailer compliance with current
law,’ retailer cooperation has been lower

in other places. For example,in New York
City, compliance has fallen over time after
Tobacco 21 policy was implemented."
Calculation: In this analysis, we began
with a cohort of Minnesota 15-year-olds
in 2015-approximately 72,000. We esti-
mated the smoking initiation rate in two
periods: during high school (ages 15 to 17
years) and after high school (ages 18 to
20 years). Next, the reduction in smoking
was calculated for each period if the sale
age for tobacco were raised to 21 in 2015.
We assumed that the smoking uptake in
high school and after high school would
not change in future years. The difference
is reported as the number of young people
15 to 20 years of age who would not have
started smoking.

Results

In 2015, the Minnesota population of
those 15-year-olds was approximately
72,000. Of these, an estimated 7,200 will
start smoking during their high school
years. If the minimum legal sale age in
2015 were 21, an estimated 1,800 would
not start smoking in high school.



Of those who finished high school with-
out initiating smoking, 10,368 will begin
smoking between ages 18 and 21. Under a
Tobacco 21 policy, 1,555 fewer young peo-
ple would start smoking after high school.
Overall, 3,355 fewer young people would
start smoking in this cohort of youth if a
Tobacco 21 policy were in effect (see Fig-
ure). In other words, increasing the sale
age to 21 would increase the proportion
of nonsmokers in a cohort of 15-year-olds
from 76% to 80%.

Discussion

Increasing the sale age to purchase tobacco
products from 18 to 21 would have a posi-
tive effect on Minnesota, where tobacco
use remains popular among young adults.'
Given that almost 95% of smokers start
smoking by age 21, raising the age of sale
to 21 years would prevent the vast majority
of young people from becoming addicted
to the nicotine in tobacco.

At least 200 localities in 14 states have
raised the minimum legal sale age for
tobacco products to 21 years." Notably,
Hawaii was the first state (2015) followed
by California (2016), and New York City
(2013) is the largest city to adopt a To-
bacco 21 policy. This policy has broad
support and is viewed positively by both
smokers and nonsmokers. In New York
City, 60% of smokers and 69% of non-
smokers have supported the age increase."”
In a national sample of adults, 70.5% sup-
ported the increase.” And in an online
survey, 77.5% of never smokers and 70%
of current smokers either strongly favored
or somewhat favored raising the legal pur-
chasing age to 21."

We acknowledge that some young
people will begin using tobacco at a later
age. The amount is unknown; but even if
5% eventually take up smoking, this would
not diminish the overall effect of Tobacco
21 policy. In addition, while we have
highlighted how Tobacco 21 would inhibit
more than 3,300 youth from initiating
smoking, it is important to note the policy
could have additional and more indirect
benefits. Youth tend to respond more

strongly to smoking bans than to other
types of tobacco control” in part because

a ban is an unambiguous anti-tobacco
message that indirectly influences social
norms, creating a social environment

that discourages health-risk behavior."
Put differently, the effects of Tobacco 21
policy would extend into the future as new
cohorts of young people do not start using
tobacco.

Our analysis considered only cigarette
smoking; but a Tobacco 21 policy would
apply to all tobacco products. Whether the
effects of raising the purchasing age to 21
would be similar across all demographic
and racial/ethnic groups is not known.
Similar to the IOM, we did not adjust the
Minnesota estimate for any variation by
demographics other than age. This ques-
tion should be examined when there is
sufficient data on communities that have
implemented the policy.

Conclusion

Raising the minimum sale age for tobacco
to 21 would prevent the uptake of smoking
among youth and young adults, subse-
quently reducing smoking prevalence over
time. Applying national estimates from the
2015 IOM report to Minnesota, we found
that implementing a Tobacco 21 policy
could have a marked impact on smok-

ing initiation among Minnesota’s young
people. Tobacco 21 should be considered
an effective strategy for reducing smok-
ing initiation. Preventing smoking among
youth remains a primary focus for reduc-
ing morbidity and mortality as well as pro-
moting health across the lifespan. MM

Raymond Boyle is director of research programs
for ClearWay Minnesota. John Kingsbury and
Michael Parks are research scientists for the
Minnesota Department of Health.
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THE BURDEN ON DEMENTIA CAREGIVERS

How Can Communities and

Health Care Organizations Help?

BY RACHEL D. HAVYER, MD, LAUREN R. BANGERTER, PHD, ANGELA M. LUNDE, MA, MICHELLE VAN RYN, PHD, AND

JOAN M. GRIFFIN, PHD

Family members are integral to the care, safety and overall well-being of persons with Alzheimer’s disease

and related dementias. Being a caregiver is often associated with significant isolation as well as emotional,

psychosocial and financial burden. In recognition of the toughness of this job and the increasing prevalence

of dementia, there has been growing momentum among public policy makers and within communities and
the health care system to address the challenges caregivers face. This article describes efforts in Minnesota
communities to do so. The authors make recommendations for communities and health care systems.

ore than 46 million people world-

wide are living with dementia, and

that number is projected to double
every 20 years.' Dementia has an impact
on not only the individuals who experi-
ence it but also the ones, often family
members, who care for them.

In the United States, an estimated 15
million people provide full-time care,
typically without pay, for a loved one with
cognitive impairment.** The care that
these individuals provide has been shown
to improve quality of life and delay time to
nursing home placement for persons with
dementia."* Yet caregivers often struggle
with the emotional ramifications of their
responsibilities. This is commonly referred
to as “caregiver burden.” Given that a
person with dementia may live for many
years with their disease, those who care for
them may experience significant caregiver
burden for many years resulting in psycho-
social and physical consequences.”"”

Increasingly, it is being recognized that
communities and health care systems
need to and can do more to support both
persons with dementia as well as their
caregivers. Many communities and health
care systems are taking steps to better as-
sist people with dementia and those who
care for them. This article describes ef-
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forts already underway in Minnesota and
explores opportunities for future improve-
ment.

Engaged Communities
A dementia diagnosis often leads to isola-
tion for caregivers as well as their patients.
Businesses, religious organizations, com-
munity organizations and local services
are not routinely equipped to acknowl-
edge, accommodate and support persons
with dementia and their caregivers. If a
community does have a resource, often it
is a dementia program such as an adult day
program. Although such programs provide
needed respite for caregivers, they are typi-
cally separated from the mainstream of the
community, which can perpetuate the stig-
matization and marginalization of those
with dementia. And such marginalization
exacerbates the isolation of caregivers.
Communities in Minnesota have been
looking for new ways to care for those af-
fected by dementia and change attitudes
about it. ACT on Alzheimers, a statewide,
volunteer-driven collaboration, is seeking
large-scale societal change and building
community capacity to transform Min-
nesota’s response to Alzheimer’s disease.”
ACT on Alzheimer’s provides a number
of tools (www.actonalz.org/dementia-

friendly-toolkit) to help communities
identify their priorities and specific actions
to take to become “dementia-friendly.”"'
Currently, more than 40 communities in
Minnesota are engaged in this work.

Many of the communities have identi-
tied dementia education and awareness as
their top priorities. Rochester, Minnesota,
for example, has taken steps to improve
awareness that have included the creation
of an educational booklet, “Living in our
Dementia Friendly Communities” The
booklet targets a broad audience, includ-
ing those with age-related memory loss,
mild cognitive impairment or dementia, as
well as families, friends, youth, neighbors
and businesses in the city and surround-
ing areas. The booklet emphasizes that
each person in the community has a role
to play in making sure that people living
with memory loss, as well as their caregiv-
ers, feel understood and respected, and
are given opportunities to participate and
thrive in the community.

ACT on Alzheimer’s is also helping
communities train individuals and people
in businesses and community groups to
become more dementia-friendly through
two programs: Dementia Friends (www.
actonalz.org/dementia-friends) and De-
mentia Friendly @ Work (www.actonalz.



org/dementia-friendly-work). To date,
Rochester has trained more than 500 hun-
dred people in the community through
these programs." In Dementia Friendly
@ Work seminars, businesspeople learn
to better recognize and offer assistance to
persons with dementia and their caregiv-
ers, and to modify their environments to
make it easier for persons with dementia
to navigate. The training covers issues
such as how to respond to looks of dis-
tress, how to provide assistance with and
allow extra time for decisions or transac-
tions, and how to create clear signage.
Some Minnesota communities are of-
fering caregiver-preparedness courses. In
addition, they are creating opportunities
for both caregivers and individuals with de-
mentia to recreate together such as by sing-
ing in choirs (www.givingvoicechorus.org)
and offering “memory cafes,” which are
safe places where they can gather and share
their experiences (www. memorycafedirec-
tory.com/memory-cafes-in-minnesota/).
Beyond Minnesota are national ini-
tiatives, including Dementia Friendly
America (www.dfamerica.org), with the
same passion to help communities become
better able to meet the needs of those with
dementia and their caregivers. Currently,
Dementia Friendly America is helping to
expand work that started in Minnesota to
Tempe, Arizona; Santa Clara County, Cali-
fornia; Denver, Colorado; Prince George’s
County, Maryland; Knoxville, Tennessee;
and the state of West Virginia.""*

Opportunities for Health Care
Organizations

Health care organizations are realizing
they need to improve in a number of areas
if they are to effectively meet the needs

of patients with dementia and their care-
givers. One area of need is around com-
munication. Caregivers typically have to
navigate the health care system on behalf
of a loved one with Alzheimer’s disease

or a related dementia, which adds to the
overall burden of caregiving. Health care
teams rely heavily on caregivers and other
family members to communicate with

the individual about the progression of
their disease and to help enact a care plan.

Training for health care providers on how
to integrate family caregivers into the
shared decision-making conversation is
needed.” Also needed is training for staff
members on how they should approach,
communicate with and interact with per-
sons with dementia.

There also is a need for more early di-
agnosis of dementia. One of the goals of
National Alzheimer’s Project Act is early
and appropriate diagnosis of dementia."
Clinically, there may be some reluctance
on the part of health care providers to give
a patient a diagnosis of dementia because
of the difficulty of diagnosing the disease
in its early stages and the lack of effective
treatment options.”® A delayed diagnosis,
however, may lead to fewer opportuni-
ties for persons with dementia and their
caregivers to engage in anticipatory plan-
ning regarding care preferences. It also
may delay their connecting with support
groups or community programs. "’

Another need is around identifying and
supporting caregivers. The presence of a
caregiver is rarely documented in electronic
health records. Even when clinicians rec-
ognize a caregiver is strained, there may be
no integrated mechanism to formally assess
the caregiver’s needs. Health care organiza-
tions need to develop ways to routinely
identify caregivers and assess their needs
and preferences in order to support their
well-being, as it has an impact on the well-
being of the patient as well.

Finally, caregivers need training when
their loved one is being discharged from
the hospital. Legislation requiring care-
giver training prior to hospital discharge
has been passed in at least 32 states,

. . . 8,19
including Minnesota.'

Health care orga-
nizations may in the near future find they
are required to better train caregivers dur-
ing this care transition time.

ACT on Alzheimer’s has a number of
tools including video tutorials that health
care organizations can use to help their
clinicians become more comfortable doing
cognitive screening, delivering a diag-
nosis of Alzheimer’s disease or a related
dementia, and managing the patient with
dementia (www.actonalz.org/provider-
practice-tools)."
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Conclusion
There is growing recognition of the sig-
nificant impact of dementia on patients,
their families and their caregivers, and
there is increasing momentum for whole
communities and health care organiza-
tions to support people with dementia.
There also is growing recognition of the
importance of caregivers and the need to
provide support and training for them.
Many academic and community organi-
zations in Minnesota have been on the
forefront of a movement to better respond
to the needs of those with dementia and
their care givers; however, others includ-
ing health care institutions, have fallen
short. All organizations need to work to-
ward acknowledging, accommodating and
supporting persons with dementia and
their caregivers. Health care organizations
need to create streamlined systems for
identifying and working with caregivers
of persons with dementia. They also need
to educate staff about how to approach,
communicate with and interact with these
patients and their caregivers. Doing so will
enable their staffs to feel more comfortable
diagnosing and talking with patients about
the disease, and allow patients and their
caregivers to better plan for the future.
Communities and health care organiza-
tions can do much to support caregivers
and individuals with dementia. And with
better alignment of that work, there is the
potential of better outcomes for everyone
involved. MM
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positions:

Psychiatrist
- Urgent Care

EEO Employer

- Internal Medicine/Family Practice

Physician (Compensation & Pension)

Physician (Extended Care & Rehabilitation)

« Physician (Pain Clinic)/Outpatient Primary Care

St. Cloud VA Health Care System

Opportunities for full-time and part-time staff are available in the following

US Citizenship required or candidates must have proper authorization to work in the US. Physician
applicants should be BC/BE. Education Dept Reduction Program funding may be authorized for the
health professional education that was required for the position. Possible recruitment bonus.

Located sixty-five miles northwest of the twin cities of Minneapolis and St. Paul, the ity of St. Cloud

and adjoining communities have a population of more than 100,000 people. The area is one of the

fastest growing areas in Minnesota, and serves as the regional center for education and medicine.
Enjoy a superb quality of life here—nearly 100 area parks; sparkling lakes; the Mississippi River;

friendly, safe cities and neighborhoods; hundreds of restaurants and shops; a vibrant and thriving
medical community; a wide variety of recreational, cultural and educational opportunities; a
refreshing four-season climate; a reasonable cost of living; and a robust regional economy!
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EMPLOYMENT OPPORTUNITIES

Since 1924, the St. Cloud VA Health Care
System has delivered excellence in health
care and compassionate service to central

Minnesota Veterans in an inviting and
welcoming environment close to home. We
serve over 38,000 Veterans per year at the
medical center in St. Cloud, and at three
Community Based Outpatient Clinics
located in Alexandria, Brainerd, and
Montevideo.

Competitive salary and benefits with
recruitment/relocation incentive and
performance pay possible.

For more information:

Visit www.USAJobs.gov or contact
Nola Mattson (STC.HR@VA.GOV)
Human Resources

4801 Veterans Drive

St. Cloud, MN 56303

(320) 255-6301

EEO Employer




EMPLOYMENT OPPORTUNITIES

VA Defining

HEALTH

Minneapolis VA Health Care System (MVAHCS) is a
teaching hospital providing a full range of patient care
services with state-of-the-art technology. as well as
education and research. Comprehensive health care is

EXCELLENCE
CARE | in the 21st Century

Minneapolis VA Health Care System
Opportunities are available in the following specialties:

¢ Anesthesiology

¢ Anesthesiology Chief

» Associate Chief of Ambulatory Care

* Director of Geriatrics Center of Excellence
* Emergency Medicine

* Hospice and Palliative Care Physician

¢ Hospitalist

¢ Women’s Health

provided through primary care, tertiary care and long-
term care in areas of medicine, surgery, psychiatry,
physical medicine and rehabilitation, neurology, oncolo-

gy, dentistry, geriatrics and extended care.

One Veterans Drive, Minneapolis, MN 55417 www.minneapolis.va.gov

¢ Internal Medicine/Family Practice (FT or PT)

¢ Outpatient Clinics: Maplewood, MN; Ramsey, MN; Rochester, MN;
Chippewa Falls, WI; Hayward/Rice Lake, WI; Superior, WI

US citizenship or proper work authorization required. Candidates should be BE/BC. Must
have a valid medical license anywhere in US. Background check required. EEO Employer

o Competitive Salary ® Excellent Benefits ®
o Paid Malpractice Insurance e Possible Recruitment Incentive ®

Cut through the
job search hassle

MMA _On!ine
Physician
Career Center

A one-stop online job site

for physicians looking for a new

position and clinics looking for a
new colleague.

For more information, go to
www.mnmed.org/careercenter

MINNESOTA
MeEebicaL
ASSOCIATION

HealthEast 8%

healtheast.org —

Health care that starts with People Care
Live better. Feel Better. Look Better.
People Care for a Happy, Healthy You

At HealthEast, our patients are our
neighbors and we are dedicated to
their, and our, optimal health and
well-being. We are guided by our
faith-based heritage, a call to healing

that respects the dignity and culture of
every person. We empower our patients
with user-friendly access to their health
information, dependable service, and
affordable, high-quality care.

We currently have the following Physician and Advanced Practice
opportunities in the East Metro:

« Family Medicine — with or without 0B« Neurosurgery

* Emergency Medicine * Hospitalist

* Internal Medicine * Pulmonary/Critical Care

* PM&R — inpatient & outpatient * Vascular Surgery

* Rheumatology * Psychiatry

* Midwifery * Neuropsychology

* Neonatology * Hospice/Palliative Care

We put new, more efficient models of
care into practice, allowing our 7,500
employees and 850 physicians to
focus on what's important: providing
compassionate health care that puts
the patient and their needs first.
With 14 clinics, home care, a medical
transportation center, and four
hospitals — Bethesda Hospital, St.
John's Hospital, St. Joseph’s Hospital,
and Woodwinds Health Campus —
we provide excellent family health
and specialization, including primary,
maternity, orthopaedics and post-
acute care.

We invite you to contact us
PHONE: 1-866-610-7219
EMAIL: mrwagner@
healtheast.org
WEB:  www.healtheast.org/careers
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4 )
Sioux Falls VA Health Care System
‘A Hospital for Heroes”

BEYOND TREATING,
THERE’S CARING

WELL AND BEYOND

Working with and for America’s Veterans is a privilege and
we pride ourselves on the quality of care we provide. In return
for your commitment to quality health care for our nation’s

Veterans, the VA offers an incomparable benefits package. Fairview Health Services seeks physicians with an

unwavering focus on delivering the best clinical care and

The Sioux Falls VAHCS is currently recruiting for the ; o . ; )
a passion for providing outstanding patient experience.

following healthcare positions.

« Cardiologist « Primary Care We currently have opportunities in the following areas:
« Emergency Medicine « Psychiatrist o Addiction Medicine e OB/GYN
+ Endocrinologist + Physiatrist ¢ Dermatology e Orthopedic Surgery
. ENT (Rar.t—tlme) . Pulrlrlogologlst . ® Emergency Medicine ® Pain Medicine
: g:}l:;tn:é?ilsur o « Urologist (Part-time) e Endocrinology o Palliative Medicine
P § ¢ Family Medicine o Pediatrics
. . ¢ General Surger e Psychiatr
Applicants can apply online at www.USAJOBS.gov o Geriatric Meg dic>ilne . Pu{monor);/ Medicine
They all come together at the Sioux Falls VA Health Care System. * Hospitalist * Rheumatology
To be a part of our proud tradition, contact: * Infectious Disease e Urgent Care
) ) . e Internal Medicine e Urology
Human Resources Mgmt. Service o Med,/Peds e Vascular Medicine

2501 W. 22nd Street
Sioux Falls, SD 57105
(605) 333-6852

¢ Neurology

10 learn more, visit fairview.org/physicians, call
800-842-6469 or email recruitl@fairview.org

TTY 612-672-7300
EEOQ/AA Employer
Sorry, no J1 opportunities.

Ga
www.siouxfalls.va.gov it FAIRVIEW

ACMCHEALTH
The perfect match of

career and lifestyle.

Affiliated Community Medical Centers is a physician owned
multispecialty healthcare system located in western

and southwestern Minnesota. ACMC is the perfect match for
healthcare providers who are looking for an exceptional practice
opportunity and a high quality of life. Current opportunities
available for BE/BC physicians in the following specialties:

e Dermatology
e ENT
o Family Medicine

¢ Hospitalist
e Infectious Disease
e Internal Medicine

e Psychiatry
e Psychology
e Pulmonary/

e Gastroenterology * OB/GYN Critical Care
e General Surgery ¢ Oncology e Rheumatology
o Geriatrician e Orthopedic Surgery ~ ® Sleep Medicine
e Outpatient e Pediatrics e Urgent Care

Internal Medicine

FOR MORE
INFORMATION:

Shana Zahrbock, Physician Recruitment
shanaz@acmc.com | (320) 231-6353

www.acme.com |

People come from far and

wide to crane their necks at

the amazing views around here.
But some of us are lucky enough
to wake up and enjoy it every
day—which is why we choose
to work right here.

If you're looking for the good
life in an amazing place, come
to Minnesota’s beautiful, lake-
filled heartland.

O

ALEXANDRIA
CLINIC

A Service of Douglas County Hospital

Trusted Care. For Generations.

« Production bonus
incentives

« Comprehensive
benefits &
compensation

« Service area =
nearly 100,000

Employment

Opportunities:

« Dermatology
E

« Family Medicine
« General Surgery
« Internal Medicine
« OB/GYN

« Pediatrics

« Urology

For more information,
contact Brad Lenertz
(blenertz@alexclinic.com)
or visit www.AlexClinic.com.
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Call for submissions

Attention medical students, residents and fellows

Each year, Minnesota Medicine highlights the
work of Minnesota medical trainees by publishing
select abstracts of original research and clinical
vignettes.

Submissions are evaluated by a panel of reviewers from a variety of
disciplines; they select those demonstrating appropriate quality for
publication.

Criteria: submissions should be no longer than 500 words plus references,
tables and figures. Research abstracts should include a brief description of
the research problem, methodology, results and a discussion of the findings.
Clinical vignettes should include a description of the case, the diagnosis and
treatment approach, and a discussion of the implications of the case.

Deadline for submissions
February 21, 2017

Submit your abstracts and vignettes at
MinnesotaMedicine.com/Abstracts

Questions? Contact editor at
mm@mnmed.org



BY E. KENNETH WEIR, MD

Smart? She was smart,

never lost at Scrabble,
remembered relatives of
neighbors, dead for decades,
chemical formulae and forms
of etiquette, all stacked

in the library of her mind.

Later, it seemed, she

could no longer find

the right shelf. Rummaged

around to recall those

who had eaten at her table

the previous night.

Mother had - - - what’s his name?

You know, that, that disease.

E. Kenneth Weir
is a professor of
medicine and of
integrative biology

and physiology at
the University of
Minnesota.

ABOUT THIS PIECE:

“This poem was inspired by
memories of my mother struggling
to remember, when | forget a name
or place.”

44 | MINNESOTA MEDICINE | JANUARY/FEBRUARY 2017



The MMA Preceptor Initiative,

a partnership between the MMA and the University of Minnesota Medical School,
is proud to introduce the

Tools now available:

B Training modules  Training topics include:
W Tip sheets B Providing effective feedback
B Preceptor B Managing your teaching time
testimonials B Appreciating the value students add to your practice

For more info:
http://www.mnmed.org/advocacy/Key-Issues/MMA-Preceptor-Initiative
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We understand the art

ot avoiding risk.

of healing and the science

Medical liability

and more.

At MMIC, medical liability is just the beginning. For more than 35 years, we've worked directly with
physicians and developed a deep understanding of the risks involved with practicing medicine. We're
there for those who are always there, drawing on a wide range of clinical data, insights and best
practices from medical experts to help care teams deliver better care.

To learn more visit MMICgroup.com.

<« MMIC




