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WASHINGTON, D.C.

DR. WILLIAM RICHARDSON: Weél, good morning everyone and thank you for being here today
and awarm welcome to one and dl. For those of you who know me, you know that this voice that
you're hearing isn't naturd. | made the mistake last week of telling somebody that | hadn’t had a cold
for ayear and ahaf -- knock on wood -- and | knocked on Formica. And so that wasthe fly in that
ointmen.

The other remark | want to make, for those of you who are back in that far right corner, if | seemto be
giving you undue attention it's because | packed my bag personaly this morning and want to make sure
it'sunder my immediate and continuous control until | go to the arport.

Will, on behdf of the W.K. Kellogg Foundation and the Robert Wood Johnson Foundation and the
Henry J. Kaiser Family Foundation, let me welcome you to this Nationa Leaders Forum on Diversity in
the Hedthcare Workforce.

WE re very fortunate today to have with us so many hedthcare leaders and experts, including Secretary
Louis Sullivan and Dr. Robert Ross, who we'll hear from in just afew minutes.

I’m sure that most of us here would agree that, in many respects, US hedthcare isthe best in the world.
We have, after dl, remarkable technology, superb professond training, and wonderful facilities.

And yet, despite al of our capabilities, you aso know, as | do, that we often don’t deliver what we
know and that there are far too many people who lack access to what we have. Compounding this
problem isthe lack of culturd diversty in the hedthcare workforce, particularly among physicians, but
more generdly as well.

As an example, while African- Americans condtitute 13 percent of the population, you well know that
they condtitute only about 3.5 percent of the nation’s physicians. Similar shortages and disproportionate
dlocations, if you will, exist among other minority groups.

In my experience at the Kellogg Foundation over the last seven years, and then in my life before that at
the University of Washington in the Health Sciences Center, and at Penn State and then as President of
Johns Hopkins University, it was -- and working in East Bdtimore, it was very clear to me how
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important it isfor patients to recelve care from someone who speaks their language and who
undergands their culture.

The lack of diversity among physcians and other health professionas can be abarrier that deters people
both from seeking care and, if they’ ve sought it successfully, from actudly recaiving the kind of care that
we know how to deliver. And so, in many respects, thisis a professond aswell asasocia problem
and, if we're serious about increasing access to care, it’s a problem, as far asI’m concerned, that we
smply cannot ignore.

Thereis, | think, some reason for optimism because this problem is beginning to receive the atention
that it deserves. At this moment, as many of you know, Congressis holding hearings on the satus of
the progress of the Hedth and Human Services Initiative to diminate racid and ethnic diparity in
hedlthcare,

Congress aso will be hearing testimony from Ingtitute of Medicine representatives about the release of
Unequa Treatment -- that new report that covers many of the same issues. And dso testifying will be
representatives from foundations and nationa associations.

We're very fortunate in many ways that these individuals who are here will be ale to join us as the day
goeson. We'realittle bit unfortunate in some ways because some of them are on the Hill right now,
and so we'll have to adjust the schedule alittle bit. But, nonetheless, by the time the sessonis over, we
will have the benefit of the people who've been on the Hill this morning.

Our purpose here today isto discuss the potentid creation of a national committee that would seek to
increase hedthcare workforce diversity. Our three breakout sessons will consider various possible
aspects of such acommittee’ swork.

In session one, Dr. Brenda Armstrong, Dean of Admissions at Duke School of Medicine, and her
felow pandigts will highlight the good work that Duke has done to promote diversity through the
recruiting and admissons process.

In session two, Dr. Marsha Lillie-Blanton, Vice President of the Kaiser Foundation, will lead the
conversation about possible gods and focus and composition of a Blue Ribbon Committee to promote
workforce diversity.

And in sesson three, Dr. Terri Langston, a Program Officer at the Public Welfare Foundation, will look
a therole of community engagement in hedlth professions education, including the very important topic
that we' ve been working on for a number of years, and to explore the value of, community benefits
principas, which we think holds some promise.
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If there' s one thing that we ask from each of you it isyour full participation. And sncel know a number
of you, I’'m not too worried about that but | wanted to put that out front right at the beginning of the
morning.

Thisis not intended to be alecture series or abriefing. It'sintended instead that each of you, who are
after dl expertsin your own right, will contribute your ideas and suggestions and viewpoints, and <o,

we need your advice and recommendations as well as possible contacts with respect to who can help

move this effort forward.

If you know individuds or indtitutions as you look around the room that you think are not represented
but should be represented in a group such asthis, | hope that you'll let us know.

If there's one word that should describe our work, asit often does the work of the Kelogg Foundation,
it's partnership. Theissue of physician diversty isfar too complex for any foundation or any medica
school, or community or government agency, to tackle done. We need support for thisinitiative thet is
broad and deep, support that begins a the community level and extends through higher education, the
private sector, and policy makers at both the locdl and state as well as the federd levels.

| mentioned earlier that we have assembled for this forum some of the nation’s foremost leadersin
hedlthcare. Our next speaker, Dr. Louis Sullivan, certainly fits that description.

Dr. Sullivan is President of the Morehouse School of Medicine in Atlanta, a position he returned to, as
you'll recdll, after distinguished service as Secretary of Health and Human Services from 1989 to 1993.

Dr. Sullivan dso has served on the faculties of the Harvard Medicd School, Seton Hall College and
Bogton University and, additiondly, was founding President of the Association of Minority Hedlth
Profession Schoals.

So please join me in awarm welcome, and awelcome in aback in some ways, to Lou Sullivan.

DR. LOUIS SULLIVAN: Dr. Richardson, thank you very much for those kind remarks. And let me
welcome dl of you here this morning and, again, thank you for your participation.

| thought | would try and put afew higtorica incidentsin perspective as to how | see what we are about
today. Clearly, we have in the most affluent nation on earth with, as Bill Richardson has said, the most
sophisticated hedthcare system, we have a supply and distribution problem.

Now, American medica education has gone through some significant changes over the past century
because, not quite 100 years ago in 1910, a microbiologist, Dr. Abraham Flexner, issued areport that
was very critical of medica education in America. At that time, the United States was not the leader in
medica education. Leadership in medica education was in Europe, in such centers as Bologna,
Heidelberg, London, esewhere.
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In America, we had anumber of proprietary medical schools that were owned by physcians, very little
in the way of curriculum standards, admission standards, etc. And the Carnegie Foundation in 1908
commissioned Dr. Flexner to do an evauation of medica education in the United States, which he did
over atwo-year period, and issued hisreport in 1910. That report, which is il avalable in medicd
libraries around the country, | invite you to read because it is very higtoric, as well as sometimes
entertaning.

He pointed out that in many instances there were hardly an laboratories, no anatomical dissection,
examinations were given infrequently, teeching was often by apprenticeship. But he, in evauating the
148 medicd schoolsin the United States and Canada at that time, found the modd that he felt should be
followed, and that was indeed at Dr. Richardson’s old haunt, the Johns Hopkins School of Medicine.
Because, in contrast to many other medica schools at that time, a least ahigh school diplomawas
required, preferably one or two years of college.

Themedica curriculum was organized with ingructionfirgt in the sciences basic to medicine, followed
then by indruction in the clinica sciences. And he recommended such amoded and we Hill use the term
today the “Flexnerian Modd of Medical Education” because, by 1925, as aresult of that report, the
number of medica schools had been reduced from 148 to 80 and, indeed, a number of curriculum
changes and accreditation standards were introduced, which over time -- now 100 years later, we can
say the United States represents the pinnacle of medical education for the world. We' ve added to that
astrong biomedical research enterprise sarting with the Nationa Ingtitutes of Health, Centers for
Disease Control, and elsawhere.

Wi, in 1950, 2.1 percent of the nation’s physicians were African-Americans. There were reports
being developed that pointed out that we as anation, till with only 80 medica schoolsin agrowing
population, might soon be facing a shortage of physcians.

There was a Kogashaw (5p) Report that was issued Chaired by Dean Lowell Kogashaw at Yae and
the Bayne (sp) Report, which led Congressin 1963 to pass legidation to provide federd dollars and
incentives for the expansion of medica education. That began with two medica schools that opened in
1956 -- Albert Eingtein in the Bronx and Seton Hall Medical School in Jersey City, New Jersey. They
were the beginning of aflux of 46 new schools that opened between 1956 and 1981 -- dollarsbeing
made available for congruction of new facilities, adding faculty, scholarship support, and many other
incentives.

Asaresult of that, in contrast to the 8,000 physicians being graduated from the nation’s medical schools
in 1980, we re now graduating some 16,000; virtualy have doubled the number of physicians being
graduated.

There was concern about the number of minority physicians and efforts were undertaken. But, asyou
have heard, in spite of anumber of genuine efforts on the part of alot of groups, not only medica
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schools but organizations around the country, state legidatures and the Congress, we have fdlen short of
aggnificant increase in the number of minority physicians. And herel refer to not only African
Americans, but Hispanic Americans and Native American physcians aswell. These groups are
underrepresented in the nation’s physician population.

So, while we had an opportunity with the doubling of the number of people trained in medicine annudly,
because of the expansion that occurred between 1956 and 81 -- and | remind you, there have been no
schools that have opened since 1981, and those dollars that Congress made available for expansion are
no longer there, or they are greetly attenuated. So here we are on the beginning of a new millennium
and we are faced with an ongoing problem.

So, what we hope that you will help us do with your deliberations today is come up with drategies that
will help us bresk through this problem that we have not been able to find solutions. Are there drategies
that we can develop? Are there incentives that can be offered? Or what can we do to increase the
number of minority physiciansin the country because, as Dr. Richardson said, successful physicians are
not only scientificaly competent, but they are culturaly competent as well.

They are familiar with the community, they are familiar with the language, they can engender trugt, they
have effective communication skills because, a successful medical encounter depends upon, first, a good
scientific base, but then the ahility to use that information in communicating with the patient and
motivating the patient so that, indeed, there will be effective responses.

So thisiswhat we ask you to help us with today, and we look forward to your comments, to your
recommendations, to help us figure out what can be done indeed to get us off of dead center from what
we are today.

And I'll now let Dr. Richardson move our program dong by introducing our first spesker, who will
indeed help usin thisregard.

Dr. Richardson.

DR. RICHARDSON: Dr. Sullivan, thank you very much. It isour very good fortune today to have
with us Dr. Robert Ross, who is Presdent and CEO of the California Endowment.

The Cdifornia Endowment is a $3.4 hillion health foundation established in 1996 to expand access to
affordable quaity hedlthcare for the under-served, and to promote basic hedth improvement, the
improvement of hedlth status among al Caifornians. The endowment has regiond officesin Los
Angeles and San Francisco, in Fresno and San Diego, with program staff who do in fact work al across
the state of California
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With Dr. Ross, the Cdlifornia Endowment has an extraordinarily capable and experienced CEO. Many
of you know him from the work that he has done before going to the Endowment. He has an extensve
background in both -- as aclinician and as a public hedth administrator.

Among his professona postions have been Director of Hedlth and Human Services for San Diego
County and formerly, as many of you know, he was Commissioner of the Philadd phia Department of
Public Hedth. He has served on the Board of the Nationad Marrow Donor Program, was Chairman of
the Nationa Boost for Kids Initiative, and is a diplomat of the American Academy of Pediatrics.

So, we're very fortunate this morning and I’ m delighted to introduce to you Dr. Robert Ross.
Rob.

DR. ROBERT ROSS: Thank you very much everyone for having me. Thisis one of those
presentations where the speaker will wake up about 45 minutes into the presentation because | am on
Cdiforniatime. So a some point, this babbling stream of words will hopefully find some coherence and
you'll understand at least afew sentences of what | have to share with you today.

It isterrific, nonetheless, to be back on the East Coast. The trip has dready been made worth it. Even
if this conference, this convening today, were acolossd falure, which | know it will not be, the trip has
been worth it because | have my Philadelphia Pretzesin thisbox. And that is, Judy Straviski (o) was
kind enough to -- from my Philade phiadays recal how we used to bump into each other at the
Redding Termind at the Redding Market downtown, and the Farmer’s Market downtown in
Philadelphia, and there was nothing better than a Philadelphia Pretzel, and certainly a chocolate covered
Philadelphia pretzdl, and I'm sure there is anumber of you that would love to see me leave this box
behind, but | will not do so.

Thank you, Judy, for doing that.

Dr. Sullivan, it'sgreet to seeyou again. Itisamazing. You are aparagon of persstence and
consstency. Y ou continue to wear thet little red smoking button, which you were wearing exactly in the
same spot on that lgpel, about 12 years ago when you came to Philade phia during the height of the
mead es epidemic, and | was the Philadelphia Health Commissoner. And you cameinto giveusa
strong infusion of leadership and support around that -- handling that meades epidemic. And | thank
you, S, for your leadership, your guidance and everything you did for us in Philadd phia during those
dark days of epidemic. Thank you, Sr.

Dr. Richardson, thank you very much for you and your words. Where d he go? There heis.

| was thrilled to hear about this convening, what’ s been happening. We re alate comer to this party
but, hopefully, you'll see by the end of this conversation, after | share with you what I’ m going to share,
that we hope to join the party and, even though we're late comers, you know, the person that comes
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late to the party but brings the noise makers -- hopefully we can play abit of that role from the Left
Coagt and thank you for the leadership that you and your team has exerted on this issue.

With that, et me-- | don’t know that I’'m gonna share with you anything thet is an aha or an epiphany
thismorning. | don't know that I ll share with you anything that you did not know.

What I'd like to be able to do, if nothing ese, isjust to leave with the sense that there is another partner
out there on that other coast very interested and committed to these issues, and is il Sruggling to figure
out what we have to do with our vast, vast array of resources.

I’ ve been tdling my communications staff to strike two phrasesthat | get tired of hearing about every
time| get introduced at some conference or another as the Foundation President, and that is that we're
Cdifornia slargest hedthcare foundation because, quite frankly, who cares that we re the largest
hedthcare foundation in Cdifornia

And secondly, that we have $3. -- whatever the number isthisweek -- 4 billion in assets. Because,
when you spesk to a community group particularly, and they hear that afoundation has $3.5 hillion in
assets and that thisman isin charge of dl that money, you just make more enemies with people who did
not get a grant from you.

And it'svery difficult for those who don’t understand this very subtle isolated world of philanthropy that,
well it'snot -- yeah, it's 3.4 billion, but it's-- we don't give out that much. 1t'slike 5 percent of that
each year, and that' s because there' s this IRS requirement and then there' s the stock market thing and
you' ve got to invest the money, and then you lose them by the time you try and explain dl that.

So it's better just not to have -- to tel thefigurein there a al because you just make enemieswith
someone who got turned down for a $25,000 grant. All | want is $25,000 to help my community and
this guy, who's sitting on $3 billion, won't give it to me!

o, | am looking for anew Vice Presdent of Communications, by the way so if anyoneis— serioudy -
if anyone has any suggestions, please let me know.

| want to talk about -- and this, I’'m going to tread on dangerous ground because | want to gtart this
conversation from the standpoint of values. And it'satricky place to start because, in this country right
now, it's hard to get anything done talking about values. And it just doesn't get enough traction in our
very pragmatic, incrementd, bipartisan, moving to the center of things world.

But, | waswatching -- | haven't been able to get rid of Snce my college days, which iswatching
televison with the televison on mute and my favorite jazz playing on in the background. And | was
doing that as usua one evening, sort of multi-tasking, you know, dinner plate and newspaper and music
playing and TV on with the mute.
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And | kind of, as| wasinterminably channd surfing, | saw this gentleman on a C-Span channel, you
know, well dressed, forcefully making some point. | couldn’t hear what he was saying but, you know,
finger in the ear and kind of yammering away.

And we waswdl dressed and it was clear that thiswas -- hewasin front of an audience -- actudly not
an audience, an audience of empty seats in the background. And as you might suspect, that wasa
Congressiond hearing because there' s no other civic public venue in the country where someone gets
free televison time and there s no audience in the background except on C-Span and our Congress.

At leadt, you know, & city council meetings and school didtrict -- you know, the room is never empty.
But, for some reason on C-Span, when a Congressiond |eader istalking, al the seats behind him or her
areempty. And I’'m not aWashingtonian and | don’t understand the dynamics of that. I'm surethere's
agood reason for it.

But, he was making his point very forcefully to thisempty room. So | just kind of got, well, you know,
what’s he talking about that’s got him riled up? Turned up the volume and heistaking about -- heis
discussing, or rather lamenting, the openness of our border between the United States and Mexico.

And he was -- there was alittle graphic comes on that shows who the person is speaking and whether
they’re a Democrat or a Republican, you know, D or R, and then the State after that.

He was from a southwestern state. He was awhite mae. He was a Republican. And he was talking
about how terribleit isthat people are trying to ruin our country, and the sanctity and integrity of the
American way of life because we have such open borders. And was using September 11th as proof
positive that we need to clamp down on these borders.

So that was, you know, | mean, | grew up in the last seven years of my public life working for five
Republicansin San Diego County, which dl of you know is avery conservetive county. That was not
new to me to hear that.

But, what was interesting was he sad, he used aterm “multiculturdists” And hesad, “These
multiculturaists,” you know, blah, blah, blah. And what was interesting was a couple of things. Oneis,
| hed just sort of finished a one year planning effort with my Board of Directors, asking them to frame
our grant making approach around a multicultura gpproach to hedlth for Caifornia.

So after, you know, many months of saying why thisis agood thing that, you know, Cdiforniaisthe
mogt diverse nation state in the world, and healthcare does play out in terms of diveraty and ethnicity,
and diversty not limited to race and ethnicity, but diversity and ethnicity in a number of ways, and that
we need to focus our work on those issues, | had come to fed that multiculturalism was a good thing to
be proud of.
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But this gentleman spat out the word sort of the same way you hear politicians talk about anthrax, like
it's, you know, a disease -- with a sense of venom behind it.

And that -- what was even more interesting and ironic was the gentleman had an Itdian surname. Soll
was -- | kind of, you know -- and my mind kind of worksthisway. And | thought about, | wonder
what his grandfather was thinking as his grandfather shuffled his way through Ellis Idand trying to
become a member of this country, when then some then lost politician was saying we need to protect
the sanctity of our borders because we have dl these Italians or Irish or fill in the blank coming in thet
are going to destroy the sanctity and integrity of our great nation.

So that was -- let me put asde for amoment. That happened the same week that, during the Olympic
Games, the Winter Olympic Games, which as someone who grew up in the Bronx, it's not something |
typicdly tuneinto. You know, it'snot that | have anything againgt skiing, but it's not something | would
naturaly be glued to the television to watch.

But this particular year, what was fascinating for me as one of those bad multiculturdigts, was that this
United States Olympic Team, as you may know, had the best showing of any United States Olympic
Team initshigory. And helping to bring home the gold were two African- Americans, two Asan+
Americans, and aMexican American. Each of them, | believe, for the firgt time bringing home a gold
medd or aslver medd in the higtory of the United States Olympic Games.

And you know that sense of sort of jingoistic pride that we get around the Olympics that, you know, the
medal count and, you know, you look in the paper and let’ s see, okay, Germany’ s two medals ahead of
us, you know, we got to -- maybe we can catch up. And | wondered if this Congressman, he of the
jingoigtic pride, swelled up a bit when he heard that our Olympic Team, United States Olympic Team,
had such a great showing in the Olympics.

And it's just another example and indicator of the stark level of contrast and the unability -- the inability
of this country to make up its mind about whether divergity isagood thing, or not agood thing.

And in my view, this country, which is the grestest country in the world -- to be improved upon, but the
greatest country in the world, iswhat it is because of its multiculturdism. We are a country of people
with what is-- in our DNA, of risk takers, of innovators, of people who have a history. And each one
of usin thisroom can trace someone back, if you go back far enough, who took the risk and took the
innovation to elther get here or be here, westher the storm and have avision of making this a better
placeto live for our families, okay?

Now, whether you kind of ended up here on aboat that ended up at Ellis Idand, on the bottom of a
boat that left Gambia, or climbing afencein Mexico, or perhaps another boat that Ieft China and came
through Angd Idand, every one of us as an American hasin our gene pooal, or in our family ancestra
collective experience, being an immigrant or adave or arefugee.
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And Americaloves to brag about and swell up with pride about our diversity and our multiculturalism
and how it makes this place a better place to live. And you wonder about, for example, the soul of
Americawithout you know, a John Coltrane, aMaya Angelou, a Cesar Chavez, aDiego Rivera, Yo-
Yo Ma. How would this place be American without the contributions of a number of different peoples
that have contributed to our culture?

So, diversty for meisnot redly agood thing; it isavaue. | think it isafundamenta vaue of this nation.
And vaues are things that programs and plans and policies emanate from and are driven by. Itisan
underpinning; it is a foundation, okay?

And unfortunatdly, the issue of divergty in this nation seems to be a hothouse flower. It isahothouse
vaue. Itisavauethat only thrives under certain environmentd, re politica conditions.

When it is convenient to brag about how diversity enriches our nation in music, in art, a the Winter
Olympic Games, then dl the sudden diversity isagood and wonderful thing for America

But, when you fast-forward to what our hedlthcare delivery system ought to look like, now it's, well, |
don’t know. It could be uncondtitutiona. 1t maybe not be agood thing. And | don’t know about thet.
And theré salot of trepidation and anxiety around this notion of diversty in generd in the professons,
but particularly in the hedlthcare profession.

Diverdty isavdue. Itisether agood thing or itisnot. And if it isagood thing consgently, it must be
applied to everything we do.

The problem s, of course, asdl of you know -- for those of you who grew up as| did, and many of
you | see have in terms of the era, many of us were touched by individuas like King and the Kennedys
and Chavez, who grew up either professondly or younger or alittle older in the sixties. We were
touched by a sense asocia activism. We were touched by a sense of socia respongibility. We were
touched to move by a sense of justice.

And for—and to those times, many of you are in this room at this day doing what you' re doing because
you were touched by that period of time, aswas|. | went into this field to make adifference. Because
| was compelled, at least in part, not by just what mom and dad said, but by King and Chavez and the
Kennedys.

The problem isthat right now it's not avery good time to move socid judticeissues. Asajourndist
friend of mine once remarked, “Americais now ahot bed of socid rest,” you know? Things don't
move just because they have a sense of values and it’s the right thing to do and because it has ajudtice
agenda attached to it. In fact, things get killed and snuffed for that very reason right now. Weliveina
time of extreme pragmatism, and everyoneis redly careful.
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How do we move this agenda that we know matters when the socid justice argument is compelling but
isinsufficient? That iswhat | have been concerned about as aleader of one foundation interested in
theseissues. And | just want to talk alittle bit about that and make some observations, and then end up
as offering the Cdifornia Endowment as a partner but not necessarily with brilliant idess.

The Cdifornia Endowment Board of Directors gpproved afive-year Srategic plan at the end of last
summer. It wasredly more a strategic framework than adetalled plan. And our work over the next
five years and beyond, if | have anything to do with it, is at the crossroads of why you're here today and
what is happening across the street or down the street in the Congressiond hearings.

Issues of accessto care for the under-served, workforce diversity, hedth workforce diversity, cultura
competency in hedlth and digparitiesin hedth are our four mgor god areas for funding.

| don’t want to get into an argument or a discussion why we separated out cultural competency from
hedlth workforce diversity. | had that fight with my staff. | don’t want to talk about that. Bottom line
was, | fdt it wasimportant for the diversity of the hedlth workforce to stand on its own as a program
and agodl.

We are looking to move probably close to $1 billion over the next five yearsin those four god aress.
Mosgt -- the lion’s share of those dollars going into access to care, but we will probably spend a
minimum of $125 million over the next five years on workforce -- health workforce diversity aone.

Now, that having been sad, it’s not enough money to move the issue through grant making done. We
cannot make grants out of our -- we just can’t grant make our way out of thisissue. We can't grant
make our way from where we are today to the place that we want to be, even if every state in the Union
had the kind of resources that we had committed to the issue, okay?

And those of you that have been around the block, you understand this. Y ou understand it sounds like
alot of money but, in the absence of other srategies and leveraging opportunities and codition building,
it just is not gonna get usthere.

Asl let folks know when | give talks about the Cdifornia Endowment and our grant making strategies
to -- in the gate of Cdifornia, our $170 to $200 million ayear in grant making is less than one percent
of the state’ s Medi-Ca budget, which isjust one funding stream in the state of Cdifornia

So if you to Medicare plus Medi-Cd, plus al the private commercia dollars, plus al the other public
dollars that are not Medi-Ca or Medicare spent in the Sate of Cdifornia, then our $175 million ayear
isarounding error on what is spent in Cdiforniain hedthcare.

Additiondly, the category is hedlth workforce diversity, not merdly physician workforce diversty. We
just announced agrant in the Centra Valey for a$10 million three-yeer initiative to move the issue of
nursing workforce diversty, diversity in the nursing workforce, into Central Valey. So we just moved
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$10 million over three years just to try and make a dent on that issue in the Centra Valey, which hasa
terrible nuraing problem, dl right? And my staff was bugging us about moving more money there. So
you can see how quickly you can churn through some of these dollars to get these issues moved.

So how do we, even when we don't have enough resources to move thisissue just on grant making,
how do we get there from here and at atime when socid justice doesn’'t seem to be able to move
mountains and make a case?

| want to make acomment about the use of evidence and data. You'll hear from Brian Smedley a
some point this morning about the IOM report. He's probably over there giving the report to
Congressiona leaders now.

The IOM report, which dl of you I'm sure are familiar with in terms of its suffice of itsworks and its
conclusons, has essentidly verified through the use of evidence and the review of the literature, what our
intuitive sense has been dl dong, that culture and diversity matters in the hedthcare setting and we are
paying apricein terms of logt lives and productivity in this country for not having culturaly competent
hedthcare syslems and not having a culturdly diverse workforce.

That having been said, here sthe problem. If, in fact, we remain under the deluson, and many of usin
this room ether come from the world of philanthropy or come from the academic world. And there€'s
one thing that those two worlds have in common that I’ ve observed, both as a newcomer to
philanthropy and as someone who's spent some their life, part of their professond life, in an academic
Seiting.

We are not going to be able to move thisissue politely through the scientific accumulation of dataand
papers. It isaterribly rude awvakening for many of usin academiaand many of usin philanthropy.

Thereisasense-- and | think it’s probably worse in Washington, it’s probably worse ingde the
Betway, and it certainly is aterrible problem within the vy Leagues, the Ivy Towers of significant
leading academic medica centers, because | was trained as amedica resident and as amedica student
that good data drives good policy.

Those of you that have been around and have seen things move and have seen things stopped know that
good data is necessary, but it is vagtly insufficient; that whenever any of us have seen either socid
change or policy movement or reform, it is generdly in the combination of amovement occurring
because there s data perhaps in the left hand, and the evidence base in the left hand, and the
extraordinary power and will and determination and resolve of a codition in the right.

If in fact we conclude as aresult of the IOM report that more study is needed, we will not move this
issue. ThelOM report has the ability to be alandmark report, but landmark reports only get termed
landmark reports in the retrospective.
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You don’t get to release areport today and say thisis alandmark report. It isalandmark report only if
-- and | hate to use a sports metaphor but, as | mentioned, | love sports and its -- there' s darity for me
inwatching agame. The game garts, 90 minutes over, the game is over, there isawinner and loser and
you get to look back at sort of what happened, al right.

And sometimes in a game there’ s afumble or there’ s arebound or akid drives into the sandsto try and
get abdl. And then eight minutes later you redlize, boy, the momentum changed. The scoreis now
different than it was before. 1t seemed to have started when that kid dove for the ball or that guy made
that free throw or whatever happened. It was alandmark event for that moment, but you never know
until you see what hagppens that follows.

So the IOM report will either be ashelved report or alandmark report, basicaly depending on what we
do in thisroom over the next year to two yearsto five years. And in fact, we will know in two years
whether the IOM report was alandmark and pivota report or ashelved report. We will know in two
years.

If in fact the language access issue has not been moved off the vine within two years, if in fact we have
not resolved as agroup of usto invest and expand the pipeine support to get more young people of
color interested in seeing hedlth and science and research as aviable redigtic career for themsdlves, if in
fact we have not been able to define culturd competency as aqudity of hedthcare issue, not say that
it'sjust talked about in terms of PC babble but, in fact, it becomes and is moving to become part of a
board certification examination for an internist or a pediatrician, that is when we know that the |IOM
report was a pivota report that resulted in action that you can touch and see and fedl that makes a
difference, or just a shelved report that strengthened our intellectud curiosity.

And finaly, and | know because there are a number of |eaders from academic medica centers and
medica schools, and thisis not to point fingers a any of you because we need to be partners with you
in this effort.

If, in fact, there gppears to be real tangible sweeping movement beginning to occur in medica education,
medica education and training, in the way that students are recruited and sought out and retained and
trained and educated because medica education and training, as Dr. Sullivan has mentioned -- we are
now in need of a Sullivanarian rather than Fexnerian reform on medica education.

But we need reform. This country is not producing the kinds of physicians that our communities need.
It smply isT't. Onawhole range of issues. And | haveto tell you that my best read isthat medica
education has not changed awhole lot since | was amedica student, okay?. Not awhole lot, but
there’ s some folks doing some gresat things. But we have seen reform in other areas, badly needed,
where the public and the community have said we need you to be accountable to usin our needsas a
community.
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So we are seeing education reform sweeping this country. 'Y ou may not like what you see in some of it,
but education reform is now aleading reform issue. And there' s voucher programs and there' s charter
reform and there' s magnet schools and there' s dl kinds of things happening in education.

We ve seen it in the military in terms of how they decide to fight battles, okay? How a solider istrained
today and equipped today is fundamentaly different than 20 years ago, for adifferent kind of battle.

We've seen it in law enforcement. Now take a step back for a minute; think about it. Policein this
country are reforming the way they do business to be more accountable and responsive to the needs of
communities through community policemen in much more subgtantive ways than medica education and
traning.

Who would have thought that 20 years ago you would see more community respongve reform from
white cops than academic medicine. They are being held accountable. Communities are saying we
want you to work better with us and to treat us as equals and as partners in making our community
safer.

Now, for some reason, medical education and academic medicine, we ve kind of escaped that, even
philanthropy, too. We' ve kind of escaped, we ve kind of dodged that bullet from the communities
zeroing in on us and demanding a response to the reform.

It doesn’'t mean we have to wait for it to hgppen to move there, dthough | think about, and it’s
mentioned in your paper, the paper by the Committee Catayst folks, the notion of how we perhaps
even drum up community engagement and communities targeting the hedthcare ddivery sysem, and
targeting medica education and training as demanding accountability and you must reform. Our
communities need different kinds of doctors who can serve our needs.

If I were spesking in front of a Congressonal committee with mostly Republicans, | would not use the
socid justice argument. Here' swhat | would say. | would hold up abook of Robbins and Angel ().
Remember the old pathologic basis of disease books? It describes more than 600 diseases, okay?
From uric acid, metabolic diseasesto heart disease. And | would say to those Congressmen, Ladies
and gentlemen, thisis a book of over 500 diseases that plague Americans and people around the world.
Of the 500 or more diseases, there are ten that account for the overwheming mgority of illness,
disease, emergency room costs, hospitdizations, lost days of work, lost days of productivity.”

Those ten are heart disease, cancer, stroke, diabetes, pneumoniainfluenza, cirrhoss of the liver,
emphysema, HIV/AIDS, homicides, suicides and injuriesin accidents. Those are the ten.

Every sngle one of those ten are either wholly or sgnificantly preventable through persona responsibility
and hedlth. If we can teach Americans to be more persondly responsible about their behavior, in terms
of owning their own hedth and own their own hedthcare, we can not only have Americaas amore
productive and hedthy place, but we can cut down on the double digit rises in premium cogts that
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business |leaders are now coming in and complaining abouit.

Itis-- and you can makethe caseif thisredly is, cultura competency, is the mechanism to enhance
persond respongbility in hedth. That is not paliticaly correct babble. And the data, by the way, shows
that it—thisisto betrue. The datashows, and it islogicdly intuitive that, if adiabetic or an asthmatic or
an epileptic communicates with someone who could help that individua take charge of his or her own
hedlth and change their behavior, they will have a hedthier outcome for that person, and that person will
cost their hedlthcare delivery system less.

That leaves us with sort of what to do. So, there are basically—there are basicdly three avenues of
moving thisagenda. One is through the socid justice/civil rights way, which is described in your paper
and | subscribe to. The second is the outcomes case and the productivity case, which | subscribe to.
And the third is the business case.

And it' sinteresting -- | read on the plane coming out here two papers, one by the Washington Business
Group on Hedlth and the other by the American Association of Hedlth Plans, both targeting diversity in
the hedlth care workforce as an imperative for their membership. Those are two extraordinary new sets
of partnersto thisissue. They're not in the usua suspects, okay? We have got to figure out away to
engage both of those—both of those inditutions and their membership in getting on board in thisissue.

Whenever | would go to meet with my Republican Board of Supervisors on anissuethat | felt | needed
to have moved, whether it was access to hedthcare for kids or an after school program, or improved
menta hedlth, | had with me the Sheriff, the Police Chief, the President of the Chamber of Commerce,
and the President of the Children’s Hospital. And community groups and some of the other usua
suspects.

And it struck me seven years later in San Diego, in ten years as my career as a public sector leader in
hedthcare that, whenever | had that combination with me, | dwayswon. Let’sdo a study on that!
How do you move an issue? What new partners do we need? We must have business at the table.

And the busness caseisredly smple. In Cdifornia, arapidly diversfying ate, if you're head of Kaiser
or Sharp Hedthcare or Scripts Hedlthcare or Sutter Hedlth Plan, it is abusiness imperative to have a
workforce that looks better like the community you serve. It is a competitive marketing advantage.

You will keep patients, you may even attract patients and covert lives from other inditutions.

o, in closing, | want to say the following. We do not have a detalled strategic grant making plan for the
$125 million or so we' re gonna spend over the next five yearsto move thisissue. | think, for the
purposes of this partnership, that is probably a good thing.

The Board of Directors understands that we need to move thisissue, they understand that it’s important,
they understand it from the standpoint of values and outcomes. The IOM report has now confirmed
what we of gaff have been saying to them.
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But, it isawonderful opportunity for usto join you to talk about the highest and best use of these
resources. Do we need more data to make the evidence case? Of coursewe do. But | will tell you
that we are not going to spend the lion’s share of that $125 million commissioning papers. Weredly
need movement.

There are wonderful think tanksin hedlthcare. We need more “do tanks.” We wart to be the place
where it takes the findings and the data and moves them into tangible activity at the ground level that
people can see, touch and fed because momentum is an incredible thing. 1t builds success.

S0, | do not have a bright idea about exactly what we should do next. | do know that the ideaof a
national commisson isagood thing. The idea of a structured dliance and partnership between and
among philanthropy and other leadersisagood thing. Count usin. We bring our resourcesto the
table. Yes, we have to spend them to benefit Cdifornians, but we bdlieve that we can benefit the
nationad agenda even by doing that. And let’s make certain that, on thisissue, do not forget the
importance of codition building and advocacy.

Nothing that has ever been achieved that is worth achieving, has been achieved without afight. We'rein
afight. Andwe must behave asif we arein afight. And if we behave, waiting for the deta to move
mountains, it will not hgppen. That much | know. I’'m not sure that | know exactly what will move the
mountains, but the deta -- the accumulation of data aone will not do it.

Andindogng, I'll just -- reminded of a comment that my father used to make, which was, “ Son, if
you're gonna be a bear, be agizzy.”

Thank you.
DR. SULLIVAN: Thank you very much for that very chalenging presentation.

And Dr. Ross has indicated he would receive your questions or comments, so the floor is open for
those who would like to raiseissues -- .

DR. ROSS: -- One comment that I—I'm sorry, that | neglected to share. | know the issue of
community benefits was an organizing force for this—for this group. I’ ve had considerable experience
with community benefits as a moving force in San Diego County and, somewhat to alesser degree, in
Cdifornia. 1 think it isatool to be exploited. Itisatool to be utilized. | think it isonetool in atool box
of tools.

It isnot my belief that the community benefits doorway aone will get usthere. | think we need to fight
this battle on awide range of fronts and, every time we pick one, we need to do it with resolve and
determination and aggressveness.
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It's-- unlessthere's -- unlessthereis asgnificant reeducation of sate legidatorsin Cdifornia, I’'m not
sure the -- and that’ s possible, I’'m not sure the Community Benefits issue will move this-- will move
this mountain.

Term limitsisturning out to be aterrible public policy idea. We re having people turning over every two
to four yearsin thelegidature. Itisared problem. Thisissue of diverseif you' re hedthcare workforce
isa20 year agenda. Elected officias cannot possibly pragmaticaly ook past their last -- their
upcoming dection, and it is very difficult to get traction on an issue for a 10 to 20 years period of time
and say closetoit. Philanthropy has the luxury of doing that.

Now, we have afive year plan approved by our Board of Directors, Lou. If they were to hear that we
at the Cdifornia Endowment have worked -- are now working in an active, vibrant, dynamic
partnership with other foundations like Commonwealth and RWJ and Kellogg and others, then | can
look them in the eye and make the compellant for Straits of case that we have partnersthat are in this for
the next ten years, and we are among that partnership and | need you to support that. And in the
absence of that kind of nationa partnership, it makes the case tougher.

But, | would like to ask my Board of Directors to take the workforce diversity issue and not have it
merely afive year grant making strategy, but aten year plan and beyond and that' s because of the
pipelineissue. We make investments today, we may not see the benefits 9, 10, 12 years from now, and
we need to be able to stay the course.

DR. SULLIVAN: Yes quedions? If you would identify yoursef and your -- .

MR. RICHARD VANHORN: I'm Richard VanHorn, the Mentd Hedth Association, Los Angeles.
I’m the real minority heretoday. The only person representing behaviora hedth, 1 think, out of -- we're
10 percent of the hedlth costs now.

Dr. Ross, | redly gpplaud your comments. | think that—I hope that we' re one of the “do tanks’ that
they may (inaudible) in Los Angeles. But, thered issue for the “do tanks’ is what happens when you go
after pilot funding to build the database to prove the case to business, and prove the case to
governmert.

It takes more than the one, two and three year grants that foundations will give. It takes an investment
policy, which you' re talking about now with your nurang initiaive in the Centra Vdley. 1t may take
more than three years to build that to the point where it then gets public sector funding.

| know the example for usin developing amodd -- an integrated service program for people with
serious mentd illness, took elght years before we could get the Governor to put serious money behind it.
And then, within the last three years, before our stupid energy crisis, he chunked al of a sudden $65
million to expand that kind of program. Buit, it wouldn't have happened without the data and without
the eight or nine years of pilot program Stuff.
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DR. ROSS: 1 guess| agree with you. You will know that, in terms of our workforce of nursing
initiatives, we re looking at some key professons to hone in on; physicians, dentistry, nursing, mental
hedth. We think that we can have an impact in those areas. And basicdly, | agree with most of what
you sad.

| will say that the beauty of this gathering and this group is that my paranoiais (inaudible). And it is—it
ismy hope that we—that what this group alows usto do is not fee aone.

And perhaps, too, there are a couple of provocative ideasin that paper that was written for the
purposes of this gathering, and | hope some of them get some—get some light. Such as, you know,
what would be the impact if dl the foundations said, “We re not gonna give any more money to
academic centers until we see evidence of medicad education reform.” That’sinteresting.

And, you know, it would—you know, we have to think that there are wonderful people in academic
studies now doing greet work. We don’'t want to pendize them. But, at the same time, how do we get
the attention—or, should we be investing community organizing and advocacy dollars to put pressure
on—and not only in Sacramento and in Washington, but on medica education and training to reform
what they do, such as what has happened with law enforcement. | don’t know.

| mean, these are dll ideas that we' re thinking about.  Within a year, I’ ve got to come back to my board
with amore detalled plan and, hopefully, 1 will have the imprint of the thinking of this group.

MR. STEVEN THOMAS: Dr. Ross, thank you very much for your comments. My nameis Steven
Thomas. | direct the Center for Minority Hedlth, Univerdty of Fittsburgh and the Graduate School of
Public Hedth. And I, too, saw the release of the IOM report as a potentia hallmark and something to
raly behind.

But, it sinteresting on the ground around the issue of race and racism. And | say this because, when
you're talking about the hel ping professions, people who have come into the field to dedicate their lives
to helping others, the “R” word stops the conversation and yet it must be confronted.

We have learned how to talk about race in the context of affirmative action and desegregation, and in a
lot of the business areas you' ve talked about. But, thisisanew arenaand it seems that we don't have
the words and the language to talk about race in ways that bring us together, rather than polarize us.

And so I’'mfaced at -- the University of Pittsburgh established the School of Public Hedlth in 1948. |
was the first tenured African- American Professor in the history of the school. | say that not to bring
atention to mysdlf, but to bring atention to how difficult thisissueis. | havean -- .

DR. ROSS: -- Aslong asyou're not the only tenured African American Professor.
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MR. THOMAS: Inthe School of Public Hedth, | am.
DR. ROSS: 4ill.

MR. THOMAS: Yes, aswe speak.

DR. ROSS: That'saproblem.

MR. THOMAS: | hold an endowed char in Community Health and Socia Justice that was endowed
by aloca foundation, The Maurice Falk Medica Fund. So the foundations have power in helping them
move the agenda, but we have to talk about race in the context of hedlth that does not polarize. Can
you help us sort that out in ways that can help us move this agenda?

DR. ROSS: Probably not. |—let mejust say onething though. There are—one of the things that’s
important for me, particularly in this business where we' re dedling with issues that have decades, if not
centuries, of root cause behind them on poverty discrimination, unemployment, leading to bad hedth
outcomes, isthat I—I'm abig bdiever in looking a indicators and Sgns. It' sthe dinician in me—in us

And one of the—among the indicators and signsthat | would look for in terms of reforming medicd
education and training is whether the issue of race and racism, and stereotyping and biasisimbedded in
medica school curricullums and in training programs. That doesn’'t mean | know what the curriculum
ought to look like or that | can write the lesson plan. B, if | can touch that and see that—and in afew
medicd school places and afew training programs we have begun to seethat. It's not there.

| carry an anger, and the anger is the following. | think | went to awonderful medica school and | had a
wonderful resdency training program. But, | left with avoid, having been one of those who benefited
from affirmative action, | believe, who passed my boards without anyone ese in the room helping me.

That -- when | left my medicad education and training program to enter the world of caring for patients,
okay? So, you know, | stopped being aresident on June 30" and, on July 2™, I’m now apracticing
physician in acommunity. And when the first patient | see, the very firgt patient | saw on my first day as
apracticing physcian in the community, was alittle Higpanic girl who's nine years old who camein for a
regular checkup and was overweight. And how mightily | struggled with thet little girl and her family to
et this child to lose weight.

And | won't go into the details of that, but you—I think you understand. Because | was much better
equipped in my training to recite the 29 steps of the Krebs Cycle, to explain Boyle's Law, to let
someone know how | could manage a patient with Reyes Syndrome in the middle of the night with DIC
and afalen blood pressure. But, | could not for the life of me have been equipped to work with this
family to get this overweight nine year old child to lose weight.

It was agap for me. Wait aminute. A board certified—I went to Penn, Children’s Hospita, licensed,
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but no one has equipped me to ded with afamily in the context of a neighborhood and a community
that’ s dedling with a crack cocaine crisis which was going on at the time? What happened?

o, that iswhere | believe academic medicine and training needs to be shaken abit. 1 know you've
been doing this since the Flexner report but, maybe it’ stime to take another look at this.

Arewe preparing physicians for what they have to ded with in terms of being responsiveto letting a
patient and a community be hedthier. And my argument that is racism is one anong a number of things
that needs to be imbedded—even though we may now know how to teach that, we better get to
sepping onit.

MR. THOMAS: Thank you.

MS. SHIRLEY MALCOM: Thank you so much for your comments. | redly enjoyed them. I'm
Shirley Macom and | head education programs for the American Association for the Advancement of
Science,

In the comments that you have made, you seem to be advocating structura approaches that begin to get
at the root of problems. For example, cultura competence for dl physicians, looking at Strategies for
beginning to address some of the thornier problems that occur.

In the context of the suggestions that are provided in the report, we talk about the pipeline issue, which
isa—onethat affects us al, whether we' re talking about providing for more physicians or for more
bench scientigts, or for anything where there' s the need for that kind of educationa background.

And the report talks about the need for more pipdine projects. But, in away, that isinsufficient
because it is not getting a the structura problems of the overall issues within the e ementary- secondary
school system. And that some attention needsin fact to be paid to the more Structurd issues, and a
least some investment in more structurd issues of getting at the root of some of this so that the pipdine
problems—pipeline projects are not necessary but that, in fact, they begin to be an imbedded part of
the way that students are prepared from the beginning, including things like career academiesthat area
part of high school, an integrated part rather than something that is separated.

And | was just wondering about your reaction to this whole question about investing in at least asmdl
portion in terms of targeted experiments that begin to try to look at and capture this larger structura
problem.

DR. ROSS: Yes, wdl count usinon that one. Again, not because we have the answer, but | agree
with you. | think that has to be done.

One of the interesting partnersin this, as we think about new partners to the table, and perhaps an issue
where we may be able to ride the wave is this issue of education reform.
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Los Angdesisgoing to build like 120 new schools over the next 10 years through education resources
and school bonds and all kinds of things. And | wondered as| was reading that articlein the
newspaper, it's like, boy, | wonder if we can get some hedlth and science academiesin here. A couple.

And if that scenario’s being played out dl across Cdiforniaand al acrossthis nation, not just in new
schools, but in charter schools and voucher programs and more accountability to preparing kids for
futures that have relevance for them, | wonder sort of how do we get traction, how do we get our foot
in the door with the education reform effort and link up with people that are moving the issue.

Now, as| tadked to one person who is involved with education reform in Los Angeles, he said greet
idea and you could do that. The problem is another—I’ m sorry, infrastructure capacity issue and that is
the number and qudity of teachersto be able to turn the light on in kids about a hedth and science
career in general. So that leads us to another problem. And | don’t want to go to my Board of
Directors and say, listen, | need a grant to pay for 500 new teachersin Cdifornia

So—but there' s—I think there's an opportunity there and | wonder if one of the—one of the—isa
(inaudible) that is one of the ideas of the commission, aswe re looking for new partners, isto think
about the opportunity that education reform providesin terms of getting more young people in the
pipeline for health and science careers.

DR. SULLIVAN: Thank you. We havetime for two more questions. Here and then here.

DR. TERRI LANGSTON: I'm Terri Langston from Public Wefare Foundation in Washington here.
It'sjust terrific to hear—to know that you are one of the leaders in hedth science (inaudible) now
because it has been so long that foundations have only funded their friends. They tend to bein the
academic world and have produced reports that St on a shelf.

| noticed that you have regiond officesdso in Cdifornia. And I’ ve often wondered if the big foundations
shouldn’t split themsdves up into regiona foundations and only would—that way would they be
effective that would include us. | mean, | think our $400 million probably would be more effective
concentrating on aregion.

That said, my point in that | think, in order to get these communities to take personal responsbility to
hedlth, to affect the educationa system, to be advocates, and heaven knows advocacy and correlation
building isakey to this, isfor foundations and, anong them the large foundations, which they’ ve been
hesitant to do, to make small grants to the community based organizations thet are led by minority

people.

DR. ROSS: Right.

DS. LANGSTON: It just seems beyond the ability of so many large foundations to get down there
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and | would encourage you to. | hope you have some ideas for the rest of us. Wetry to do that and |
know how difficult it is, but | think it's key to thisissue.

DR. ROSS:. Yeah,wedoitaswadl. | think advocacy isa—isatearific—on a dollar-per-dollar basis,
aterrific invesment in terms of return, return investment. When it’s effective advocacy of course. | do
beieve in—or we do bdieve in supporting grass roots organizations for community organizing purposes.

But, this does’t—I think what it meansisfor usto come together as philanthropic partners and
colleagues, is that we each bring kind of either a competency and a bent and, as long as we re working
together, we can have afoundation that does think tank stuff.

Okay, you crank out the papers, I’'m gonnalook at the findings and move them. That guy’s gonnado
the advocacy front. | mean, | don't know that we could ever get it to be that neet, but | would love to
seethislook like ateam effort. And roles and responsibilities are kind of carved up, we hold each other
accountable for it, and then the issue will move if we' refiring on dl cylinders, because it needsto bea
multipronged approach and | think we' re gonna need a number of partners to get those issues moved
and come back and meet and hold each other accountable for the progress that we are or not making.
Not in away that is vindictive or to have shame, but in away that dso says good job, you know, what's
the next issue that we have to tackle.

DR. SULLIVAN: One more question before the break.

Thank you for dlowing thet to me, Dr. Sullivan. My nameis Rudy Williams. I’m the Executive Director
of the National Medical Association.

To preface this, let me say that | spent 32 years as a Dean, Associate Dean, aVice Presdent of
Medicd Education in academic hedth centers. | have chaired admissions committees in medica schooal,
or co-chaired or vice-chaired for some 25 years, and it started in 1970, so it was a difficult period.

And I'm just thinking here, asI’'m preparing to say this, that that shoud have been the mogt difficult
period. It should be easy for us now to admit minority studentsto medical school. And I’'m dismayed
somewhat and really heartbroken, for lack of a better word, I’ ve got a better word, but it’s not right for
polite company, about what’ s happening today in medica education. We had more minority medica
students back in 1992 and 1990 than we have today.

We fought just as hard, we did dl the things we had to do, we were Assistant Deans for Minority
Affarsand Directors of thisand that. Very few of us. And | was one of the fortunate oneswho carried
an Asociate Dean title and chair of a committee and was able to change things and do things, where
people could cdl and say, Rudy, | got akid that | want in school and what can you do to help.

And when the Governor of the state would call. | mean, thisisthe way ded's are made and things
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happen in medicd education. But, we admitted minority kids to medica schoal.

| applaud the Kellogg Foundation. | gpplaud dl of you for what you're doing in this effort. We ve got
to do something about this because one of the things | used to say while | was at Down State () is
that, when my mother wakes up in the morning at Kings County Hospitd, | want her to be able to say
that that's a kid who graduated from the medica school next door. That was Down State a the time.
And she shouldn't have to ask whether that individud is culturaly competent or not. She shouldn't have
to fed that way.

The bottom line of what I’'m saying here today in representing the National Medical Associdion is, we
stand ready to assst in whatever way we can and we offer our congtructive participation in whatever
programs come out of this. We fed that cultural competence is a serious issue that must be addressed.

And persondly, | fed that we must regain the momentum—and you' re right, momentum swingsin
games, left and right and here and there. We must regain that momentum to invigorate the medicd
school admissions process so that we admit students, we recruit them, and we graduate them. That's
an important factor, too, is graduating those sudents.

And I’ ve got some higtory in that and | must tdl you, no brad, just fact. | graduated a bunch in my life,
okay?

DR. ROSS: Thank you, sir. And | think we need to take stock of the places that are doing great
work. Perhaps the work that you ve done a Duke University, others that are doing a good job and
find out why.

| get—the last point—I know we re behind schedule, Dr. Sullivan. | think it’stime, and thisis gonna be
difficult. Thisisgonnabe redly hard.

It isgoing to be amoment to take alook at our basic assumptions about recruiting and admitting and
educating and training physcians. To thisday, | am 4ill flabbergasted asto why, when | was a pre-
medica student at the Univergity of Pennsylvania as an undergraduate, why | had a number of people
look mein the eye and tell me the most important courses for you are caculus, physics, organic
chemidry and biochemistry. And your performance on those are going to determine your readiness as a
physicianintraining. And as| look back a my yearsin practice in acommunity, if | think about the
number of times that | had to reach into my calculus and biochemistry and organic chemistry and physics
and Boyle' s Law to help this patient, in the context of this family in this community, for thelife of you, |
do not why people would look mein the eye and told me that. | do not know.

And it is sunning to me that, generdly, we continue to do that. Of dl of the undergraduate professors |
had, | cannot remember the name of my physics, biochemistry, organic chemistry—I can’t remember
any of those people.
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The one course where | remember the professor and had the most sgnificant impact for me, in terms of
preparing me to think about my career, in terms of being respongve to the community through hedlth,
was Professor Anthony Camtolla (), my freshman year & Penn, who taught the sociology of the
family. | remember him, | remember his course, | remember the impact that his course had on mein
thinking about my career, and | can not remember a blessed thing about my calculus professor.

Thank you.

DR. SULLIVAN: Dr. Ross, thank you very much for getting us off on such astimulating note this
morning, and thank al of you for your participation.

END
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