Tape 1
Dr. Jacqueline L. Angel: Good morning, everybody.  I’m Jacqueline Angel from the LBJ School and co-organizer of the Second Conference on Aging in the Americas: Key issues in Hispanic Health and Healthcare Policy. My co-organizer, Keith Whitfield, if you could stand, please. We’re very excited that all of you have come today and I’d like to welcome—once again—all of you for being here early this morning. The objective of this conference is to examine a new challenge that confronts all nations of the western hemisphere, regardless of their level of development.  By the year 2025, at least one-fifth of our populations in the Americas is expected to be ages 60 and over. In fact, many of these nations will have more people 60 years and older, notably, the United States of America, Cuba, and Chile. And as a result, many of these nations, which have been in the past characterized by young populations are now finding that they must confront the problems of a growing number of older citizens with all of their health and social support needs. The objective of this conference then is to identify and discuss the nature of these problems with the objective—ultimate objective—of identifying the roles of the state, markets, and nongovernmental organizations in dealing with them. So we’re going to address and identify what the problems are, and today come up with and offer some solutions to them. Our task is large, and our time is very limited, but the challenges are so important that the effort must be worthwhile. I want to welcome all of you again, and hope you find this conference both enjoyable and productive. I also want to take just a little bit of time for you to take a look at the back of your program where we have the list of all of our sponsors. In addition, the University of Texas at Austin Mexican Center has provided some additional support for our international presenters, and I thank all of them. They’ve been very generous in their support. At this time, I would like to introduce Ken Shine. He’s our UT System Executive Vice Chancellor for Health Affairs.  Ken?
Dr. Kenneth I. Shine, MD: Good morning—welcome. I want to congratulate Jacqueline and Keith in organizing this meeting to address an extremely important set of issues. Just a word about the role of the health campuses in the state of Texas: many people appreciate the importance of the flagship here at Austin and the various academic campuses. But, both within the state and around the country, people don’t the fact that we have six outstanding Health Science, some of which—such as MD Anderson is a top-ranked cancer center, and yet many people don’t realize that it is part of the University of Texas. The health campuses in the University of Texas are major research engines for the state. In 2004, they had over $1,040,000 dollars of sponsored research. We educate three-quarters of the health professionals for the state and we provided last year $1.3 billion dollars in uncompensated care to patients in the state. So this is a fairly large enterprise. It obviously has importance in its application to many of the concerns of this meeting. Health professional recruitment and education is an important challenge for us and we are very proud of the fact that UT Medical Branch last year graduated more Hispanic physicians than other medical school in the United States, that our campuses at Southwestern and at Houston have significantly increased their enrollment of Hispanics, not only in the medical school but also in a number of other health professions. We have some three dozen pipeline programs, including a substantial number of them in south Texas. One of them in nursing is remarkable in that we were able to identify and attract 100 young people from small communities in south Texas who attend the nursing school at San Antonio. I’m very proud of the fact that almost all of our campuses have serious programs in health disparities. You’ll hear from folks at San Antonio and from UT Medical Branch— assuming that they get here—in the course of these meetings, and I’m pleased that, for example, we now have endowed professorships committed to issues related to health disparities. We have undertaken a number of programs that are going to be very relevant to your conversations, for example we have put together a border-plex health council which is made up of these schools at Brownsville, Pan-Am, San Antonio, and Houston, devoted to issues related to health in south Texas. And, in the first year of that activity there is a major focus on two issues: one, expanding nursing education and nursing opportunities in the border-plex council area, and the second is in mobilizing conjoint programs and dealing with diabetes. But these programs represent an important concern with regard to both health disparities and issues along the border. Let me conclude my comments at this point by emphasizing the notion that we are looking in Texas at what I would call a perfect storm. You’re all familiar I think with both the book and the movie, in which it was identified that all the factors that came together to produce the loss of a crew and a fishing boat in a storm in the Atlantic. A similar kind of storm is developing in Texas. Texas, as you know, has the highest rate of uninsured individuals in the fifty states. Twenty-five percent of our population has no health insurance. Thirty-eight percent of our Hispanic population has no health insurance. That is also the most rapidly growing part of our population, so the first element in the storm is a rising tide of lack of health insurance.  The second part of the storm has to do with the health status of that population. Although immigrant populations, and particularly Hispanic populations historically in their first—in the population that moves into this country are generally as healthy or healthier than the rest of the population—the evidence is that over time health status in subsequent generations deteriorates. We are already beginning to see that in the Hispanic population in Texas. With the increasing amount of diabetes, obesity, hypertension among Hispanics, health needs are rising. One of the most important elements in health as you know is socioeconomic status. With the exception perhaps of Corela in Costa Rica, around the world health status is both very closely related to both education and socioeconomic status. In Texas we have one of the lowest rates of high school graduations and lowest rates of college graduations among Hispanics in the United States. So we are positioning ourselves to have an increasing population of poorly educated individuals who don’t have health insurance, who have rising health care needs, based on the public health issues that we’re confronting. The University of Texas, in collaboration with all of the other academic health institutions in the state has created a Task Force on Access to Health Care in Texas. I’m pleased that one of your speakers, Professor Ron Angel is a member of that task force. I’m also sorry to report to you that the task force was to meet Monday and Tuesday in Dallas in order to come to some recommendations. Unfortunately because people can’t get there as much as we’re confronting that problem today we’re going to have to cancel that meeting, but we anticipate that early next year during the interim a series of recommendations about access to health care in Texas. I call this to your attention because as you work in your deliberations I want you to know that The University of Texas, in collaboration with the other four health campuses in the state are preparing themselves to try to get hearings to have increasing exposure in the interim before the ’07 legislative session to confront a number of these issues that, as I’ve suggested, are extraordinarily threatening to the future of both health and economic development in the state of Texas. The events of the last two days dramatize the complexity of the problem. We’ve been worrying in the last 48 hours about everything from the flood doors at MD Anderson to the protection that Houston will have against rising water. Over 600 patients have been evacuated from our medical hospitals at Galveston and we’ve now set up interim headquarters for our administrations here in Austin and elsewhere. So this is a large, complex system. It involves one-seventh of the gross domestic product in the United States. One of the misconceptions is that because the average age of the Hispanic population in Texas is relatively low compared to the Anglo population, that the problem of aging is a relatively less important problem than it might be in the Anglo population. The reality is that because of the sheer size of the Hispanic population, the absolute number of people over age 65 is in fact increasing significantly. So that as you go through your deliberations I hope that you will come forward with the kind of ideas that all of us need if we are going to deal and effectively prevent a perfect storm from developing for the Hispanic population in this state. Thank you very much.  
Dr. Victoria Rodríguez: Good morning I’m Victoria Rodríguez. I’m a professor here at the LBJ School but also I’m the Dean of the graduate school here at the University and I wanted to follow-up a bit on Dr. Shine’s remarks just to say that the University of Texas at Austin has taken great pride in the last couple of weeks at taking in over 450 students that were affected by the storm in Louisiana. We were able to accommodate these students, not only undergraduate students but also graduate students in our law school as well. We also have approximately 50 professors that are housed here at the University now because of being displaced by the storms in New Orleans. Also, I wanted to say that in that context it goes without saying we are open and prepared to house our colleagues from Galveston and from the other areas that now God-willing will not be as severely affected as was the case in Louisiana. I also wanted to follow-up on Dr. Shine’s remarks about Texas being one of the largest producers of Hispanic graduates in our medical branches. And I take personal great pride in saying that The University of Texas at Austin is consistently ranked as the university that produces the largest number of Hispanic lawyers, MBA’s and graduate students from engineering as well. So that is—we are adding on to what is occurring already in our health units. I also wanted to take the opportunity also to just say a few words before our very distinguished guest for those of you that are visiting the university for the first time, to talk a little bit about the importance of Latin America as a region to The University of Texas. For the past seven years it has been one of this university under the leadership of Larry Faulkner who is our president, and who from the very beginning of his administration signaled our relations with Latin America in our studies on and about Latin America as one of the priorities of his administration. I have had the honor and the privilege of heading that Latin American initiative for the past few years, and I can tell you that I have done it with great pride because this is an institution that really has a profound commitment to Latin America. I can stand here and say to you that there is not a single department on this campus that is not heavily involved with research in student and faculty exchanges having to do with Latin America. Just this week alone I will tell you at the beginning of the week I was a part of a very important symposium that was organized by our Jackson School of Geosciences that brought together leaders of the energy and environmental sectors from all over Latin America. We had agency directors and ministers and undersecretaries and the like. In the middle of the week, I had the honor of introducing the Bartok ensemble which one of the most distinguished music ensembles from Chile that has toured the world playing contemporary Latin American music and are now in Austin here for the first time. And my third session this week is this wonderful Conference on Aging and Health in the Americas that has brought together the LBJ School and some of the other units of the campus of the system. So, with that I will move on without using up anymore time to introduce our very distinguished guest, Dr. Julio Frenk. And I will say that I had a tough time just picking and choosing what I would say today because this person has had such an incredibly rich and prolific and distinguished career. So I will just highlight some of the major accomplishments that I think will be of interest to you. Dr. Frenk is a medical doctor. He obtained his degree from the National University in Mexico, and then went on to obtain graduate degrees, two Master’s: one in Public Health and Sociology, and then a doctoral degree in Medical Care Organization and Sociology. The latter three all from the University of Michigan at Ann Arbor. He has gone on after his time in graduate school to have a very brilliant and distinguished career in the public sector, and I will just highlight some of the key points. In the mid-1980s he founded the Center of Public Health Research within the Ministry of Health in Mexico, then moved on to become the founding director of the National Institute of Public Health in Mexico that is so well known internationally. Then he took a break to become a visiting professor at Harvard for a year, to return then to Mexico to be the Executive Vice President of the Mexican Health Foundation. He took another break then to go to Geneva to occupy a senior position in the World Heath Organization and then returned to Mexico in 2000 to become Minister of Health. Now as he has been doing all of this, he has managed to maintain a very active academic career which includes authoring 28 books and monographs, plus a number of book-chapters, journal articles, and literally hundreds of articles in magazines and newspapers. He has also retained his academic activity by remaining on the editorial board of a number of national and international journals, and by being a member of a dozen or more scientific and professional associations, including the National Academy of Mexico and the US Institute of Medicine. Dr. Frenk, as you might have imagined has won numerous numerous awards beginning in Michigan when he was a graduate student and all the way to becoming a National Researcher by the very prestigious Mexican research system in Mexico. Now I say this just as highlights of what has been a very active career, but the point I really wanted to emphasize is how his career has been entirely devoted to putting on the floor of discussions health issues in Mexico since returning from obtaining his doctorate in Michigan. So not only has he done a great deal to build up health policy in public health research in particular in Mexico, but he has ensured that this concern has been brought to the floor of public policy. We see it through El Instituto Nacional de Salud Publica, the Fundacion Mexicana para la Salud and all the other organizations in which he has been so active and maintained a key role. I think it is really also, for me as a political scientist, as a Mexican and one who observes Mexican politics, I have to say that I am in great admiration of Dr. Frenk for the way he has managed to maintain his strong academic and international reputation while at the same time navigating the corridors of power in Mexico. I should say also that he has not only managed to do this but he has also managed to do so through various political parties as they have come in and out of government. So I think you know it is no small accomplishment and I think that the way that we could explain this is by restating once again Dr. Frenk’s commitment to health issues, to research, to the betterment of his country, to scientific endeavors that cut across party lines and __________________.  Thank you and please join me in welcoming him.
Dr. Julio Frenk Mora: Good morning to everyone. First of all, I would like to thank Victoria Rodríguez for the very kind introduction, and also to thank the organizers of this Conference on Aging in the Americas, especially Dr. Jacqueline Angel and Keith Whitfield, and of course my very good friend Ken Shine, it’s a pleasure to see you again. It’s really a great honor to be able to visit this very prestigious university and to address this very distinguished audience. I’m also grateful for the opportunity to address a topic that’s so relevant for a number of my fellow Mexicans who migrate to the United States in search of better opportunities, and let me say that I’ve changed radically the title that appears on the program to adopt a broader view in this keynote address. I call it now Globalization and Health: Risks and Opportunities on Our Common Border. So in this keynote address I will discuss the phenomenon of globalization as it relates to health. I will focus part of my reflections on one of the most dynamic regions on the planet: the United States and Mexico border, one of the largest and busiest frontiers between the developed and the developing world—a witness to at least one million crossings every single day. Let me start by stating the obvious. Globalization is evolving at such speed and with such complexity that it challenges our ability to grasp it in its full extent. Obvious as it may be, this dynamism is a good reason to constantly renew as we are doing now the discussion around the forces of globalization and their impact on daily life. The shift of human efforts from the restricted frame of the nation-state to the vast theater of planet Earth has affected not only trade, finance, science, the environment, crime, and terrorism, it is also influencing health. In 1997, an influential report by the US Institute of Medicine, published under the leadership of Dr. Ken Shine, stated—and I quote—“Distinctions between domestic and international health problems are losing their usefulness, and are often misleading,” end of quote. This is so because of what Eric Hobbson, the great European historian has called the virtual annihilation of time and distance. I do not mean to say that intense international contacts are new. From time immemorial the forces of trade, migration, war, and conquest have bound together persons from distant places. After all, the expression ‘citizen of the world’ was coined by the Greek philosopher Diogenes in the fourth century, BC. What is new is the pace, range, and depth of integration. Like never before, the consequences of our actions that are taking place far away show up literally at our doorsteps. The degree of proximity in our world can be illustrated by the fact that the number of international travelers has tripled since 1980 and it now reaches three million people every day. In addition, two years ago the traffic on international telephone switchboards topped 100 billion for the first time in history. The antiglobalization movement itself went global in 2001 when activists in Galun and Porto Alegre, Brazil met at the first annual meeting of the world social forum. We cannot underestimate the implications of these changes for health. In addition to their own domestic problems all countries must now face and deal with the international transfer of health risks and opportunities. The most obvious case of the blurring of health frontiers is the transmission of communicable diseases. Again, this is not a new phenomenon per se, the first documented case about transnational epidemics was the Athenian plague of 430 BC. Reputedly beginning in Africa, it spread to the heart of Ancient Greece through Persia in great boats. The black death of 1337, which killed one-third of the European population, was the direct result of international trade. In the 16th century, the conquest of the Aztec and Incan empires was an early example of involuntary microbiological warfare through the introduction of smallpox and measles to previously unexposed populations. In this microbial exchange, Columbus probably took one dire disease from the Americas back to Europe: greatpox, or syphilis. In 1829, a cholera pandemic that started in Asia broke into Egypt and North Africa, into Russia, and across Europe. Three years later it reached the Eastern coast of the United States. And more recently, the global spread of the influenza pandemic of the early 20th century accounted for far more casualties than World War I. But what is new, as I said before, is the scale of what has been called microbial traffic. The explosive increase of world travel produces thousands of potentially infectious contacts daily, and jet planes have made even the longest intercontinental flights faster than the incubation period of any human infectious disease. Thus, a Peruvian outbreak of cholera that started in January of 1991 turned into a continental epidemic in a matter of weeks. By early 1992 it had reached Mexico’s border with the United States and affected more than 400,000 Latin Americans. Tuberculosis is another reemerging problem. In 2003, close to nine million people worldwide became infected with TB, and more than two million of these persons died from it. Several reasons explain this unexpected comeback. One is the fragility of those who become immunosuppressed. TB’s often the first sign that a person harbors HIV. Other reasons include overcrowding, poor nutrition, and inadequate healthcare—common among the socially marginalized. Migrants are a particularly vulnerable population. Not surprisingly, morbidity and mortality rates for HIV and TB are several times higher among migrants and in the northern border states of Mexico than in the country as a whole. Likewise, more than fifty percent of TB cases in the United States are reported in the four bordering states within Mexico. This is why our two countries have developed the International TB Control Card, a successful example of cross-border cooperation to address a common threat. Another innovative initiative launched by the Mexican government is a special program to protect the health of migrants and their families which we have called ‘Leave health, return healthy.’ The aim of this program is to coordinate the delivery of health education, preventive services, and treatment at the place of origin during the migratory process and at the place of destination. Focalized interventions are already being implemented in those Mexican states with high migration patterns. The latest additions to the list of global epidemics are of course severe acute respiratory syndrome, or SARS, and now Asian avian flu. The latter is still a regional threat, but specialists believe that a full-scale influenza pandemic may be imminent. Now the radical changes in our environment and lifestyles have led our Arnold Carli to speak of a new biocultural era. Indeed, to make matters more complex, it is not only people and microbes that travel from one country to another, it is also ideas and lifestyles. Smoking provides a clear example. Whenever a legal or regulatory battle against the tobacco companies is won in the United States everyone rejoices for the American public, but tremble for the consequences in other countries because those same victories have given those same companies the incentive to look for new markets with less stringent regulations. Already about five million people are dying of smoking related causes every year. And by 2020, the number will grow to ten million making tobacco the leading killer worldwide. This shows why effective national policies must be coupled with global action like the framework convention of tobacco control aimed at curbing tobacco related deaths and diseases, which was unanimously adopted by the World Health Assembly two years ago. We feel proud that Mexico became the first country in the Americas to ratify the framework convention. Furthermore, the globalization of health goes beyond diseases and risk factors to include also health products. To mention but one example, careful regulations on access to prescription drugs in one country may be subverted when its neighbor allows the unrestricted purchase of antibiotics, thereby stimulating the appearance of resistant microbes that show up in the first country. This is a particularly relevant issue for our common border. A recent study estimated that there are more than 17 million health related crossings at the US/Mexico border every year. Seventy-five percent of them are from the US into Mexico, most often to purchase pharmaceuticals without prescription, including antibiotics. The growing commerce of healthcare services also illustrates the blurring of political frontiers. Mexican nationals, for example, are regular users of healthcare in the borders of the United States. To mention but two examples, the Methodist Hospital in Dallas and your own MD Anderson Hospital in Houston are receiving an ever increasing number of patients from Mexico, both for outpatient and inpatient care. But healthcare consumers are also moving in the opposite direction. Residents in border regions of the United States go to Mexico on a regular basis in search for less expensive care and dental services. This has been documented in surveys developed since the 1970s in places as diverse as Nogales, Brownsville, and Cameron County. Insurance plans have also been developing since the early 1980s to provide healthcare in Mexico to migrant farm workers. One of these plans chose a group of Mexican physicians in a 40 bed hospital in San Ruiz Rio, Colorado across from Luma, Arizona as regular providers. More recently, an AETNA-MexiMed joint venture started providing HMO coverage for workers who commute across the border. And here in Austin Professor David Warner has studied this topic and proposed the possibility of providing care for Medicaid beneficiaries who reside in Mexico. The transborder movement of providers is also increasing. The most dramatic example is the migration of nurses. Intermittant nurse shortages are a common phenomenon in rich countries, but are particularly acute in the United States. In the last 50 years, the shortages in the United States have been met through the importation of nurses, mostly from the Philippines, but also from Jamaica, Nigeria, and India, and sometimes leaving a weakened healthcare system in source countries. This trend is increasing giving the enormous predicted shortfall in the United States for the following decade and is already showing its effects on the Mexican nurse community. The government of Zacatecas in Mexico recently implemented a pilot program aimed at helping Mexican nurses get jobs in hospitals in Texas, Arizona, Florida, New York, and Washington. The risks and opportunities involved in this process are considerable and require careful examination. The international debate about the responsibilities of all actors has produced an interesting range of proposals, which include ethical recruitment guidelines and financial compensation for exporting countries. Allow me here now that I am discussing the transborder movement of workers, and given that this is a Conference on Aging in the Americas to make a very brief comment on the demographic impact of migration from Mexico to the United States. According the US/Mexico Binational Council, around 400,000 Mexicans have been crossing the US/Mexico border annually since the late 1990s. Recent surveys indicate that a large proportion of this migration is permanent. The migration of a substantial proportion of the Mexican working force to the US is having a differential impact on the two economies. In a sense, one could say that Mexico is exporting part of its demographic bonus to the United States. The influx of young workers is helping to mitigate the financial impact of the aging of the American elderly. In contrast, Mexico—although benefiting from the remittances of its young, migrant workers—is partially losing the benefits of its current demographic bonus which would otherwise promote local savings and investment to eventually face its own aging process. The spirit of collaboration embedded in NAFTA should allow for the bilateral design and implementation of economic and migration policies that can on the one hand provide them numbers and types of jobs to encourage most Mexican workers to stay in Mexico, and on the other, offer those willing to migrate to the US safe conditions to do so. Cooperation should always be the motive of interdependence. In the field of health, in fact, interdependence has opened novel avenues for international collective action. For instance, initial efforts in the 1990s to secure cheaper drugs for AIDS victims in poor countries yielded only modest results. A few years ago, however, strong international mobilization persuaded several multinational drug companies to establish agreements with developing AIDS drugs at heavily discounted prices. Mexico benefited from these agreements, and thanks to them universal access antiretrovirals has become a reality in my country since 2003. Forces related to globalization also prompted the organization of the UN general assembly special assembly session on HIV/AIDS on June 2001, which proved a historical declaration of commitment. This was the first time in UN history that a session of the general assembly was devoted to a health topic, thus underscoring the growing link between pandemics such as AIDS, economic development, and global security. Social mobilization has also played a key role along the US/Mexican border in strengthening the cooperative public health interventions. A good example is the Binational Health Week, organized for the first time ever in 2001 by the Mexican government and the California health authorities, along with several social, academic, and philanthropic organizations. This innovative program included health education and awareness activities as well as specific prevention campaigns, such as immunization of migrant children. In light of its success the Binational Health Week has expanded every year so that in 2004 it covered fifteen American states with large populations of Mexican origin, and this year on October 11 they’ll launch the new Binational Health Week from Chicago. These sort of initiatives illustrated the growing complexity of health systems. Such complexity has made international comparisons more valuable than ever. Given the enormous economic and social impact of policy decisions, countries can benefit from a process of shared learning. This was the significance of the effort carried out by the World Health Organization five years ago to asses the performance of all 191 health systems of the world. The identification of relatively good and bad performances will hopefully increase the interest around successful experiences and promote the international dissemination of good practice. Perfectable as it is, this exercise has nourished an intense and fruitful debate which builds some previous efforts by many academic and intergovernmental organizations. This kind of comparative analysis has the virtue of turning information into a global public group. Allow me to give you an example of how international methods coupled with excellent country specific data generated evidence that catalyzed a major health care reform in my own country. The process began with development of a novel analytical tool: national health accounts. Thanks to several initiatives by academic and international organizations, the Mexican Health Foundation was able to develop in the mid-1990s a system of national health accounts which showed that more than half of total health expenditure in Mexico was out of pocket. This proved to be a direct result of the fact that approximately half of the country’s population lacks health insurance. These findings were unexpected as it was generally believed that the Mexican health system was based on public funding. The realization that households had been paying impoverishing out-of-pocket sums to private providers generated a different perspective on the operation of the health system in Mexico. Policymakers extended their focus to include financial issues that prove to have a great impact on the provision of health care and on levels of poverty among Mexican households. As a direct result of its high level of out-of-pocket spending, Mexico performed very poorly on fair-financing, which was one of the dimensions assessed in the international comparative exercise on health care system performance carried out by WHO. Instead of generating a defensive reaction like many countries have, this poor result in Mexico spurred detailed country-level analysis in 2001 that showed that impoverishing health expenditures were concentrated among poor and uninsured households. The analysis was undertaken jointly by the Ministry of Health, WHO, and the Mexican Health Foundation, an example of how national governments, international organizations, and non-governmental organizations can join forces. The country-level analysis was based on data from the national income and expenditure surveys for Mexico, yet another global public good related to knowledge. These surveys are reproduced by many countries in the world and provide homogenous data sets that are key for cross-national comparisons. The careful interplay between national and international analysis generated the advocacy tools to promote a major legislative reform establishing what we have called the System of Social Protection in Health, which was approved in 2003 by a large majority of the Congress. This system will reorganize and increase public funding over seven years in order to provide universal health insurance including to the 48 million Mexicans, most of them poor, who have been excluded until now from formal social insurance schemes for salaried workers. We’re already finishing the second year of this reform because it came into effect on June the first, 2004, and we’re on target right now with close to ten million people already insured by this new scheme which we have called popular health insurance to underscore the idea that it is directed to the poorest segments of the population. Now I bring all of this to this discussion—these examples—to show how the forces of globalization can turn knowledge into an international public good that can then be brought to the center of the domestic policy agenda in order to address local problems. We often do this dichotomy between global and country levels—that’s a false dilemma. This is an example of how we bring international public goods to the domestic policy arena and then such application in turn feeds back into the global pool of knowledge thus generating a process of shared learning among countries. The performance of local health systems can also be enhanced by one of the most potent motors of globalization: the telecommunications revolution. Telemedicine is opening vast perspectives for improving access to care by underserved populations and points the way to a future when physical distance may no longer be a significant barrier to healthcare. The challenge of course will be to make sure that the distance divide is not nearly replaced by the digital divide and that the new technologies do not generate new forms of social exclusion. The magnitude of this challenge becomes clear when we realize that the eighty percent of the human population living in developing countries represents less than ten percent of internet users. The new forms of social exclusion feed on the old scourges of poverty and inequality. The 1.3 billion people who survive on one dollar per day are a reminder to all of the enormous gaps that must still be overcome within and between countries. These gaps have major consequences for health, as expressed by the existing and in some regions increasing inequalities in health conditions and access to care. Exclusion and inequality are one dark side of globalization. Insensitivity to local cultures is another. Together they may explain a painful paradox of our days. Precisely when technology has brought human beings closer to each other than ever before we are witnessing the reappearance of intolerance in its ugly guises of xenophobia, ethnic cleansing, and oppression. And with intolerance, as a Siamese twin, comes terrorism. Traditionally the instrument of offended fanatic minorities that persist to believe in persuasion. At its essence, terrorism is the worst form of dehumanization, as it turns innocent people into mere targets. The arsenal of terrorism has expanded to include chemical and biological weapons. According to intelligence agencies, in recent years several militant groups across the world have started developing or tried to purchase biological weapons for terrorist use. There is a lot of discussion around the viability and possible magnitude of these kinds of attacks. What seems clear though in the face of the New York, Madrid, and London events, and the rapidly growing power of biotechnology, is the urgent need to strengthen our surveillance capabilities through actions such as building international networks of public health laboratories sharing information among national surveillance authorities, and developing training programs for specialized personnel. The American and Mexican health authorities are already moving in this direction. We are convinced that whether a bioterrorist attack materializes or not, these measures will in themselves improve the daily functioning of our public health systems for the general good. In the process of strengthening those systems, the recent Healthy Border Initiative can play a key role to promote a healthy environment and dissipate risks and foster timely intervention. This initiative has been developed by a powerful instrument that we now have at our disposal. The Mexico/US border Health Commission, which brings together the top health authorities of the four American and the six Mexican border states under the joint chairmanship of the two federal secretaries of health. In the long run the challenge we have before us is to build a world order characterized by peace in the midst of diversity. Instead of asserting one’s identity by rejecting or destroying what is different, we much try to soften the coalitions, balance claims, and reach compromises. In this way, we may try living according to what Vaclav Havel, the former president of the Czech Republic has called the basic code of mutual coexistence, not an easy task when sharing a diverse and extended neighborhood. Border regions tend to be places of intense contact, cultural clashes and competing interests. These agreements are common and resentments longstanding. But we have no choice. The US/Mexico border is already an environmental and epidemiological unit, and the demographic, cultural, and political influence of the Mexican population in the region is increasing at a very fast pace. There is no doubt—we have a common destiny and we should find new ways of making our interdependence a force for peace and prosperity. Health may contribute to this pursuit because it involves those domains that unite all human beings. It is there in birth, in sickness, in recovery, and ultimately in death that we can all find our common humanity. In our turbulent world, health remains one of the few truly universal aspirations. Health affairs can become a powerful force for diplomacy because they offer a concrete opportunity to reconcile national self-interest with international mutual interest. More today than ever, health is a bridge to peace, a common ground, a source of shared security, but for this to happen we must renew international cooperation in health. I suggest three key elements for such renewal, three E’s: exchange, evidence, and empathy. First, exchange: health systems around the world are facing similar challenges. Many of them, as we have just discussed, are related to globalization. Developed countries are witnessing problems of coastal explosion, irrational use of technology, consumer satisfaction, and as we just heard Dr. Shine, also health insurance problems. Developing nations are dealing with problems of access to healthcare, quality of services, and lack of financial protection for millions. The communication revolution provides the opportunity to exchange information about the challenges facing national health systems and about the initiatives to deal with them. To be informative, such exchange must be based on the second E, on sound evidence about alternatives so that we may build a solid knowledge base of what really works, which may be transferred across countries when it is culturally, politically, and financially reasonable. But there is another value. The British philosopher Isaiah Berlin has proposed the comparative studies of other cultures as an antidote against intolerance, stereotypes, and the danger of revolution by individual tribes, states, ideologies, or religions of being the soul possessors of truth. And this leads us to the third element: empathy, that human characteristic which allows us to emotionally participate in a foreign reality, understand it, relate to it, and in the end value the core elements that make us all members of the human race. As we engage in this process of renewal, we will do well to remember the words of a great American, Dr. Martin Luther King, who wrote in 1968, and I quote: “It really boils down to this: that all life is interrelated. We are all caught in an inescapable network of mutuality, tied into a single garment of destiny. Whatever effects one directly affects all indirectly,” end of quote. Let us continue to weave together the destiny of better health for all the citizens of our common border, and indeed for all the citizens of our interrelated world. I thank you for your attention. 
Dr. Angel: We have time for one or two questions and I have a mic here that will help project your voice. 
Audience member: First of all, congratulations on an outstanding presentation, Dr. Frenk. Thank you very much. I would like to—and we have spoken about it—I think that the bulk of the migration from Mexico to the United States today is to the interior of the country. Though the border has a very high number of exchanges, the majority of the people are entering the inside of the United States, and with that entry many cultural characteristics and diseases are brought into the United States. I would like to propose perhaps and suggest that both countries not only will focus on the issues that are pertaining to the border, but also to see and devote resources to tackle the interior immigration. And the second comment that I would like to make, as the Secretary of the Health Commission of Mexican Citizens Abroad, we are opening the Semana Nacionalidad de Salud in Chicago that was initiated by a major contribution of the California-Mexico health initiative that today is a major event of the Mexican Citizens Abroad. Thank you. 
Audience member: Good morning. My name is Lynn H. and I’d like to just take advantage of having everybody together and also to let you know what’s happening in Austin. For the second year in a row we are celebrating Binational Health Month, and we are doing this with a service learning project with health care professional students who also are fluent in Spanish. On the second week in October, which starts the 11th through the 14th I am recruiting health care professional students who are fluent in Spanish to come down to the Mexican consulate and to pass out information about health resources in Austin, and also ten minute information sessions on health challenges. I tell you this information so that if you know students that would like to do that to please refer them to me, and also if you are a professor to allow me five minutes of your class time so that I can talk to students about this opportunity. The type of services that we’re going to be providing have already been well established in San Diego and also in Los Angeles. What they have proven is that the Mexican consulate is proven to be a safe haven. People view it as a safe haven, and by providing health information and health services at the Mexican consulate, that the general health of the Mexican population will improve. The second part of this service learning project, though, is to promote public health to our students, so that by participating in this health service project, that they will experience the joys and the challenges of public health and that they will choose public health in future clinical rotations and also ultimately employment. We also would like to employ a full-time employee, a health information person, at the Mexican consulate and that this will also be a clinical rotation site for medicine, nursing, social work, and health educators. 
Dr. Angel: Time for one last question. Rebecca, if you could just ask a question.

Rebecca Wong: Speaking of binational initiatives and efforts that have been started, we know about the totalization agreement that is between Mexico and the US regarding social security payments, and so that if a Mexican worker contributes in the US social security system, those contributions count if he retires in Mexico. What is—are the any conversations to do similar things for Medicare? A Mexican who contributes to the health care Medicare payments in the US when he retires to, goes back to Mexico, will he have a right to purchase some kind of health insurance in the Mexican system paid by the US? 
Dr. Frenk: You want to take the last one. I can comment on…
Dr. Angel: We’re short on time here, Dr. Frenk has to make a flight, so…

Dr. Frenk: I’m fine still.

Audience member: My question is related to insurance. There has been the concept that if you had insurance you ___________ health. And our state has the highest uninsured rate, yet your comments were that Mexico, which has had what we had thought public health, universal health which is where some of us wanted to go, that they’re paying. So you’re comments about, is health insurance working? 

Dr. Frenk: Okay, first of all, on the first two comments, let me say that yes this effort has been I think an outstanding success, the Binational Health Week, because it’s brought so many people together and in fact, as you were mentioning it started on the border but clearly I mean if one can say that there is an effect of NAFTA its moved the border both northbound and southbound, so NAFTA has made a basically meant that the border is now the entire two countries. This is why last year, already the week was present in fifteen states, and I want to recognize the, first of all the great cooperation we have had from this new entity which is a great use to all the Mexicans abroad, and ninety-nine percent of Mexicans abroad are in the United States. Headed by _________ Morales, a very very respected person in the community and which as this health secretary, and has made health one of its main topics on the agenda. And I also want to acknowledge the fantastic participation of the consulates. We are now working with the ministry of foreign relations to establish what is called Ventanillas de Salud or health windows at the consulates. And as you said very clearly, they turn out to be major sources of information and orientation, particularly to illegal migrants or undocumented migrants about the sources of care where they can be safely taken care of. Of course the position of the Mexican government has always been that healthcare must be seen and treated as a basic human right, and that it is not acceptable to have any sort of legal barriers to care. We strongly believe that healthcare, because of its ethical implications, ought to be provided regardless of the legal status of people residing in a particular place, and that’s where the consulates have been extremely helpful in providing and generating networks of supporting agencies, of which there are many in the United States, including many governmental agencies, both federal and state and local. And also nongovernmental organizations who provide such care, so I want to mention that the consulates have been extremely helpful in this respect. With respect to Rebecca’s comment, I think it’s an excellent idea and there’s been a lot of discussion. David Warner as you know has been studying the possibility of providing care to Medicare American beneficiaries who live in Mexico. Mexico has the largest expatriate population of—in fact, Mexico City has the largest expatriate population in the whole world, of Americans in the world. So I’m not counting military personnel. So millions of expatriates…
