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Good afternoon, Senator Ortiz and honorable members of the legislature, my name is Hector Flores, MD and I thank you for the opportunity to present this testimony on the matters before you.  My comments are provided from the perspective of a Latino physician graduate of the UC Davis School of Medicine and a product of various programs designed to open the doors of opportunity for disadvantaged students. I am also a physician educator and a practicing family physician.

The topic for today, “UC Admissions and Shortages in the Health Care Workforce”, cannot be completely analyzed without some discussion of statewide K-12 reforms in public education. However, that discussion is beyond the scope of this hearing. 

What are relevant to the matters at hand are the subjects of the persistent specialty and geographic mal-distribution of physicians as well as the history of affirmative action in California.

In the interest of time, I will summarize our recommendations and then provide more detail:

Recommendations

1. The University of California (UC) must increase the number of African-American, American Indian, and Latino physicians because they have a greater likelihood of practicing in medically underserved areas and they have a greater likelihood of pursuing academic careers that address the needs of vulnerable populations.

2. Modernize admissions policies at UC medical schools to reflect an appreciation for the competitive skill-set of minority and disadvantaged students who may bring slightly lower grade-point-average (GPA) and medical college admission test (MCAT) scores but who nonetheless have academic promise and exemplary skills in translating medical knowledge into patient care. Actual data from the Association of American Medical Colleges (AAMC) demonstrate that minority and disadvantaged students experience similar rates of success in medical school and medical practice as their more affluent White counterparts, and they are more likely to meet the expectations of diverse patient populations.

3. Expand the enrolment capacity of UC post-baccalaureate programs for minority and disadvantaged students interested in medical careers.

4. UC must tangibly increase support for cultural and linguistic competence training for all physicians who graduate from UC medical schools and residency programs. The PRIME-LC model at UC Irvine and the UCLA/Drew and UCSF cross-cultural medicine programs for medical students are exemplary “first installments” towards this strategy.

5. UC should provide specialized training for faculty members of the admissions committee at each of the respective UC medical schools so that they may better understand the competitive skill-set of minority and disadvantaged applicants and how those skill-sets translate to excellent practicing physicians. This understanding will assuage any concern that affirmative action was a form of “reverse discrimination” or that it attracted “unqualified” candidates.

6. Disseminate the successful UCLA and UCLA/Drew admissions strategy throughout the other UC medical schools.

7. Establish funding for the Urban Health Institute at the Drew University of Medicine and Science so that it may undertake the study of the competitive skill-set of minority and disadvantaged students and clearly define cognitive and non-cognitive predictors for academic success.

8. Increase the total number of medical school slots at each UC medical school campus and support the establishment of a new medical school at UC Riverside.

9. Increase funding for community-based Safety Net Providers such as Community Health Centers, Migrant Health Centers, Homeless and Rural Clinics to link their expertise in caring for vulnerable populations with physician training programs.

10. Link the efforts of legislative initiatives such as the Select Committee on the LA County Health Crisis as demonstration programs for support of Disproportionate Share Hospitals and County Facilities that function as Teaching Hospitals that serve ethnically diverse populations effectively.

11. Establish Practice Management Resource Centers for physicians practicing or wishing to practice in medically underserved areas.

12. Augment funding for state-sponsored Loan Repayment Programs. These programs have proven to be cost effective mechanisms to reward mission-oriented health professionals who choose to practice in medically underserved areas, and they assist the recruitment efforts of community-based providers.

I currently serve as the Medical Director of the Family Care Specialists (FCS) Medical Group, a medical corporation comprised of 24 Family Practice physicians, three physician assistants, two nurse practitioners, and two behavioral scientists. Sixty-six percent are Latino, 9 % are Pacific Islander, 6% are African-American, 19 are White; 50% are women, and 100% are committed to provide culturally responsive care in the greater East Los Angeles community, a federally designated Health Professions Shortage Area (HPSA). 

I am also the Co-Director of the White Memorial Medical Center (WMMC) Family Practice Residency Program in East Los Angeles. Established in 1988, the WMMC Family Practice Residency Program articulates a mission to train resident physicians to be excellent clinicians and to equip them with the competencies required for successful practice in medically underserved communities.

The residency program's commitment to excellence is best exemplified by its receipt of maximum five-year accreditation with commendations from the Accreditation Council on Graduate Medical Education, and by the academic success of its graduates, 100% of whom are Board-Certified Family Practice physicians. The residency program also strives to improve the diversity of the health care workforce by recruiting resident physicians who culturally, linguistically, and experientially mirror the population being served. To date 65% of our resident physicians have been from ethnic groups known to be under-represented in the health professions (60% Latino and 5% African-American), 52% women, 70% of graduates are working in medically underserved areas, and the rest are practicing successfully serving culturally diverse populations. These factors have led to our residency program's #1 ranking among family practice programs by the California Health Care Workforce Policy Commission.

Finally, in 1999-2000 I had the pleasure of serving on the UC Medical Student Diversity Task Force which issued its report to the Office of the President in November 2000.

A.
Background

Despite the major national investment in the training of physicians and other health professionals since 1965, America continues to experience a specialty and geographic mal-distribution of physicians. This mal-distribution is compounded by the persistent under-representation of certain ethnic and racial groups in the health professions, notably those of African-American, American Indian, and Latino descent and certain Southeast Asian/Pacific Islander groups.

The impact of the mal-distribution of physicians across the country is evidenced by the runaway costs of health care – due in no small measure to the fact that vulnerable populations have access to care often only under catastrophic conditions – and evidenced by the persistent health status disparities among populations dependent on state-sponsored programs such as Medi-Cal, Healthy Families, AIM, and the Major Risk Medical Insurance Program and even among certain racial and ethnic groups with private insurance.

B.
The Mal-Distribution of Physicians

· The state of California stands as an example of the challenges presented by the pervasive pattern of physician oversupply in affluent communities and continued physician shortages in economically disadvantaged communities.

· Seven million Californians live in Health Professions Shortage Areas (HPSAs) with less than 1 primary care physician per 3,500 residents compared with the statewide average of 1:1,100 .  The residents of these communities, often racial and ethnic minorities, also have difficulty accessing specialty physician care and timely tertiary care interventions.

· Despite the near doubling of physician numbers in the past 20 years from 40,000 to over 66,000 practicing physicians, the state has experienced only a small reduction in the number of HPSA locations.

· These HPSA communities are disproportionately affected by the consequences of physician mal-distribution reflected in a high prevalence of preventable disease, by poorly treated chronic conditions, and by the preventable (and costly) complications of chronic conditions such as end-stage renal disease due to undiagnosed or untreated diabetes and hypertension.

C.
Health Disparities

Californians living in Health Professions Shortage Areas are predominantly urban inner city African-Americans, Latinos, and recent immigrant groups.  The residents of these communities are socio-economically disadvantaged and their poor health status is compounded by cultural and linguistic isolation.

· However, the poor health of certain racial and ethnic groups is not easily explained by socio-economic status alone. Even if one controls for insurance coverage and economic means, these racial and ethnic groups continue to experience health disparities that can only be explained by the absence of culturally and linguistically competent health professionals (Institute of Medicine, 2002).

· Cultural competence is a set of skills necessary to treat patients effectively. These are skills that combine clinical competence with awareness and knowledge about cultural, linguistic, and socio-economic factors that influence health and health seeking behaviors. Past experience shows that students who are culturally, linguistically and experientially connected to vulnerable communities are more likely to serve those populations. Despite requirements to provide this type of training, U.S. medical schools continue to largely ignore this important curricular objective.

· Four notable exceptions are the UCLA, Drew and the UC San Francisco curriculum in cross-cultural medicine and the recently instituted Program in Medical Education for the Latino Community (PRIME-LC) at the UC Irvine College of Medicine. The PRIME-LC is designed to recruit academically qualified, socially committed students from diverse ethnic backgrounds to undertake the study of health care issues specific to the Latino community. This program is significant because it represents the first expansion of any UC medical school class in over twenty years. Five of the PRIME-LC charter class students are Latinos, but unfortunately they represent no net gain of under-represented minority (URM) students at the school, since in the original class size of 92 students at UC Irvine, only two African-American students and one Latino are part of that class.

D.
Minority Health Professions Development

A high proportion (50-75%) of African-American and Latino physicians practice in minority shortage areas or engage in scholarly work addressing the needs of vulnerable populations, and most possess the pre-requisite cultural, experiential and linguistic skills necessary to provide excellent care to these communities. 

· However, the number of URMs in medicine continues to drop, as evidenced by the recent admissions record of the medical schools at UC Davis, UC Irvine, and UC San Diego. It is clear that despite the socio-economic gains experienced by ethnic and racial minorities and women over the past forty years in the United States, there continue to be significant barriers to higher education and professional training for certain minority groups, Limited English Proficiency  (LEP) populations, and economically disadvantaged students.

· These barriers have led to the well-documented under-representation of African-Americans, American Indians, and Latinos among the physician workforce in America.  These racial and ethnic minority groups that are known to be under-represented in the health professions are commonly referred to as under-represented minorities (URMs). 

· Nationally, economically disadvantaged students continue to be under-represented in higher education, including poor White students (Carnevale, 2003, Educational Testing Service). Available data on the numbers of disadvantaged White and Limited English Proficiency (LEP) physicians, though more difficult to extract, suggest that their level of under-representation is regional (e.g., rural or within new immigrant communities). 

· Recent evidence suggests that the production of URM physicians is not keeping up with the population growth of the African-American and Latino communities. For example, the number of California URM applicants to medical school has declined by 38% in the eight-year period 1994-2001 (from 704 down to 437) and admissions of URM Californians to any U.S. medical school have dropped from a high of 337 in 1994 to only 248 in 2000. 

· In its 2000 report to the President of the University of California (UC), the University of California Medical Student Diversity Task Force indicated that less than half of the URM applicants in Y 2000 were accepted to California allopathic (111) and osteopathic (10) schools, respectively. Although in the subsequent three years there appears to be a slight increase in the acceptance rates of URMs into some California medical schools this may be artificially high due to the 2001 Association of American Medical Colleges (AAMC) policy to allow students to designate multiple racial and ethnic group affiliations.

· UC post-baccalaureate programs for minority and disadvantaged students have proven singularly successful in identifying talented students who have been rejected from medical school but who actually have the aptitude to be excellent physicians. These programs need to be selectively expanded and supported with additional funding in order to defray the cost to the student.

· California URMs rejected by California medical schools and accepted by out of state medical schools graduate at similar rates as their White peers, thus demonstrating comparable clinical skills and academic potential, and a lost opportunity for California medical schools to train their own constituents.

· One notable admissions strategy is the UCLA and the UCLA/Drew complex, which consistently accepts URM students who may not be accepted by any other UC medical schools. Both of these programs have benefited from exceptional leadership by their respective Deans of Admission and training for faculty members.

· California continues to under-produce physicians on a per capita basis, and has resorted to importing (and re-importing Californians studying in out of state medical schools) physicians into California residency training programs.

E.
URM physicians: A major force serving the uninsured and underserved

communities
· URM physicians practice in multiple settings throughout California. Various studies show that URM physicians are 2-3X more likely to practice in medically underserved areas than their non-Latino White counterparts (Keith, 1985 NEJM; Davidson, Montoya, 1987 WJM; Komaromy, 1997 NEJM)

· URM physicians work as Traditional Providers to the medically underserved in settings represented by Safety Net facilities (County, Free and Community Clinics, Migrant Health Centers) or in private practices (Rios, 1992 OSHPD). 

· Minority patients express a preference for language and cultural concordance with their physician because at a time of need they seek a clinician who can connect with them clinically, culturally, and experientially.

· Major health plans such as Kaiser Permanente, Blue Cross of California, and Aetna have articulated a desire to develop culturally competent physician services and actively recruit URM physicians for leadership positions as well as for direct service positions.

F.
URM Traditional Providers are an important source of care for vulnerable populations 

· In California, physician participation in Medi-Cal continues to be low. Just over half of California's primary care physicians (55 percent) and specialists (58 percent) report they have Medi-Cal patients in their practices (State DHS, 1996-98).

· Inner city hospitals and rural hospitals continue to experience difficulty recruiting competent primary care and specialty physician services and many have resorted to paying “retainers” to specialists in order to keep their emergency rooms licensed, but they offer no continuity of care to Medi-Cal or state-sponsored patients.

· The majority of teaching hospitals are located in medically underserved areas, but the teaching institutions do little to train the emerging physicians on how to establish successful practices in medically underserved areas. The result is a tragic pattern of attrition of new physicians who can’t wait to leave the inner city or underserved area in which they trained.

· Inner city hospitals that train primary care physicians (Family Medicine, Internal Medicine, Pediatrics, and Ob/Gyn) have a much better record of success in retaining their graduates in areas of need when they actively recruit socially committed physicians that include those from URM background.

· URM physicians are more likely to establish practices serving high proportions of Medi-Cal and uninsured patients.

G.
Safety Net Providers serve a disproportionate share of the uninsured. 

· The nation's 1,650 Community and Migrant Health Centers served approximately 6.5% of America's uninsured population, but each center served a client population disproportionately comprised of uninsured patients ranging from 10-70%. 

· Similarly, in California the current number of Safety Net Provider clinics serve 12-15% of the uninsured in California (CPCA, 2001) but the number of such clinics is insufficient to meet the demand.

· Many URM physicians enter the health professions with a goal to serve needy communities through Safety Net Providers but often get discouraged from doing so by their medical school or residency program experiences.

· Our own experience has shown that socially committed physicians trained in shortage area practices utilizing a curriculum relevant to the health care marketplace and relevant to the needs of underserved patient populations is the best predictor for success and retention of physicians in medically underserved areas. Thus more linkages with community-based providers and safety net providers are critical for the future UC system success.

· Even after establishing a practice in a medically underserved area, many physicians retreat from those practices after a few years. This is due in large part to the lack of appropriate practice management training in medical schools and residency programs. As evidenced by the popularity of the White Memorial Family Practice curriculum on Shortage Area Practices, there is a need for Practice Management Resource Centers focusing on successful practice in medically underserved areas.

H.
Wanted: More African-American and Latino Physicians in California 

The URM physician shortage is best exemplified by the number of URM physicians needed relative to the population of URM communities in California. A useful comparison is the proportion of White physicians to the White population in California

· The White physician-to-White population ratio is 1:335 in California. 

· The Latino physician-to-Latino population ratio is 1:2,900

· The Black physician-to-Black population ratio is 1:1,500

· There are only 3,578 Latino physicians in California out of 74,345 licensed physicians (UCLA CESLA, 1999). This accounts for only 4.8% of physicians in a state where Latinos comprise nearly 30% of the population. Similarly, the percentage of African-American physicians is 3% in a state where African-Americans account for 8% of the population (UCSF Center for the Health Professions, 1999).

· In order to achieve population parity California needs approximately 27,000 more Latino physicians and 8,000 more African-American physicians, respectively.

I.
Needed: Modernization of Admissions Policies at the University of California college-level and medical schools

California is the nation’s most diverse state. The University of California needs to modernize its admissions policies to reflect the knowledge that within these diverse communities one can find talented URM students whose academic progress has been hampered by adverse socio-economic conditions and to reflect the knowledge that America’s best doctors are not measured by Grade Point Averages (GPAs) or admissions test scores (MCAT) alone. There are indeed basic cognitive skills that a physician needs to be clinically competent, but it is the inter-personal and cross-cultural communication skills that allow medical knowledge to translate into competent patient care.

· By allowing institutions to actively seek and form student bodies that are reflective of our diverse society, all students – regardless of race, gender, color or creed – will emerge better prepared to succeed in American society and to build a more united and stronger nation. This observation has been confirmed by the U.S. Supreme Court in the Grutter v. Bollinger (University of Michigan School of Law) in 2003.

· The presence of URM and disadvantaged White students in the University of California classrooms contributes to the education of their more affluent peers. For those affluent students who share the social ideals of equal opportunity with the disadvantaged students in their classrooms, the tangible value of diversity is manifest in their collective upward mobility resulting in a stronger society. For those affluent students who might not otherwise appreciate the value of diversity, the presence of disadvantaged students at their side reminds them of a silent majority too big to ignore – a silent majority that is separated from them by social class, and often by ethnicity and race as well – but ironically, because of the fabric of our economy, a silent majority whose future productivity will impact the affluent student’s personal success.

· The University of California has a responsibility to inform the public that minority and economically disadvantaged students have an academic potential that is often unrecognized, and often not reflected in their Grade Point Average (GPA) and admission test (MCAT) scores. Recruiters, admissions officers, and faculty are told to find “the best and the brightest” as measured by the highest GPA and MCAT scores, but they are not taught how to bring out the best in bright young people whose academic progress has been hampered by adverse social, economic, and environmental conditions. This results in certain faculty who feel that they are compromising the quality of future physicians and the quality ratings of their medical school. They have not been shown how successful affirmative action students have been and how, through good teaching, most of these students will excel. Studies have shown that minority and disadvantaged students consistently succeed when an institution invests in academic enrichment activities.  

· A study by the UC Davis School of Medicine demonstrated that URMs admitted to that medical school under affirmative action programs over a twenty-year span (1968 –1987) had similar rates of graduation and success in residency programs as their White counterparts (Lewis, Davidson, 1997 JAMA). This refutes the notion that the slightly lower GPA and MCAT scores sometimes seen among affirmative action students are predictive of failure or marginal clinical performance.

· The track record of the Drew University of Medicine and Science and its partnership with the UCLA School of Medicine is exemplary, not only in its ability to recruit academically qualified and socially committed faculty (most of whom are URMs) but in their ability to recruit, train, and retain in shortage area practice URM and non-URM medical students and physicians who are socially committed, academically qualified, and leaders in the medical community as well (Grumbach, 2004, proceedings of the Latino Medical Student Association annual conference). 
· Upon its inception in 1973, the Drew University of Medicine and Science was awarded the charter for an Urban Health Institute that would promote the study of service effectiveness among poor and minority populations and would disseminate this information to improve the care of vulnerable populations across the country. One of the areas of study would be to define the cognitive and non-cognitive determinants of clinical success for all students, including quality outcomes and patient satisfaction. Another major area of study would be healt status disparities. Unfortunately, the Urban Health Institute was never funded.
J. The Legacy of Affirmative Action

The intent of affirmative action programs has always been to create a level playing field for disadvantaged individuals who have academic promise. The Civil Rights movement in America long recognized that certain ethnic minorities, women, and poor Whites have been under-represented in higher education and in the health professions, not for lack of skill or intellect, but for lack of educational opportunity. Thus affirmative action became a roadmap for ways of identifying talented individuals whose academic achievement has been hampered by adverse socio-economic factors.

Although the definitive analysis of 40 years of affirmative action is yet to be completed, there clearly have been major outcomes worth noting. The goal of creating equal opportunity in access to the health professions has also elucidated an utilitarian outcome: that the physicians who are products of affirmative action are more likely to practice in medically underserved areas.

What we are proposing is a radical re-thinking of how disadvantaged students with academic promise get identified, recruited, trained, and deployed into the medical community. Much like in the sports and entertainment industry where Adidas, Converse, Nike and Reebok have invested heavily in the recruitment and development of young athletes, so must the University of California invest in the identification and development of talented minority and disadvantaged students through outreach, academic partnerships, and academic enrichment programs. A good athlete must be identified early by knowledgeable scouts; and a good athlete can become a great athlete only through great coaching.

Whatever the impact of Proposition 209 or the U.S. Supreme Court decision in Gratz v. Bollinger (the University of Michigan), what is clear today and was clear in Grutter v. Bollinger (the University of Michigan School of Law), is that there is value in diversity, and that there is a question of fairness yet to be answered with regard to our disadvantaged students regardless of their race, color, gender or creed. 

Thank you very much for this opportunity to present our perspective on the University of California admissions process and the health care workforce shortages in our state.
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