Dr. Frenk: And we think it’s a very fair measure—if you work and you accumulate your contributions to social security in one country and retire in another. But, eventually, I mean what we should move is to borderless systems of social insurance in its various modalities. But I think your comment is excellent. And then finally, the question of whether insurance in itself is enough—it’s not enough, but it is a necessary although not sufficient condition. Uninsured people at least in Mexico do have much higher out of pocket expenditures and out of pocket expenditures is the most unfair and inefficient way of funding a health system. It’s unfair because it makes the sickest pay the most, because obviously when you pay out of your pocket when you become sick then it’s just essentially unfair; there’s a basic ethical principle here. Illness is not the fault of people. You cannot distribute healthcare according to any merit system. Healthcare is a basic human right, and therefore insisting that on top of the burden of this it places the financial burden on the same people who are already burdened by the disease problem is essentially unfair. But it’s also highly inefficient because of a characteristic of health problems which is uncertainty, because nobody knows really when you’re going to become sick. Then if you wait until becoming sick you can experience potentially catastrophic expenditures. And through an analysis that I understand will be presented later in this conference by a very distinguished Canadian Mexican who will be making a presentation later today, there’s about 3.5 million households in Mexico who experience catastrophic or impoverishing expenditures every year. So the way you deal with uncertainty is through insurance. Now what we have done with this population scheme is to use it, first to provide this financial protection to create a legal framework for an entitlement that treats people equally. We had a system where people who had a salary job who had social insurance versus people who are self-employed, which is most of the poor including all the peasants in Mexico are—do not have insurance. What we’re saying is, irrespective of your place in the labor market, everyone has to have insurance, but by doing that we also have legislated now a gradual fiscally responsible and financially sustainable growth in public expenditure in health, which will add about one point of GDP over seven years. Now that model can then go into the system to strengthen the quality and accessibility of services. So insurance is not enough. Public insurance is a very fair and transparent way of mobilizing additional resources but those resources then have to be applied in an efficient manner. There was a very famous Indian professor, Ramani Goswami, who coined a phrase that I always repeat: “We need more money for health, but we also need more health for the money.” We need to have good health systems that are responsive to people and that provide high quality care. 
Dr. Jacqueline Angel: Thank you Dr. Frenk for your outstanding presentation, for your leadership, and most importantly for helping to advance our policy research agenda on Hispanic health and aging. Could you give him one more round of applause, please? We’re going to go ahead and take a short break…We have all of our presenters and discussants ready to go. The first session is exploring the health consequences of Hispanic mortality, and Adela Gonzalez is going to preside over the session. Thank you, Adela. 
Adela Gonzalez: Thank you Jacqueline and thank you Keith. I want to thank everybody for the organization of this wonderful conference. This morning, we’re going to hear from two researchers who probably need no introduction because they’re very well known in the field. Kokos Markides from UTMB in Galveston—we consider him here in Texas to be our guru on aging Americans because he has done so much research in the area. His presentation this morning is on old age disability rates by race/ethnicity using the 2000 United States census. And then joining him as a panelist is Mary Haan from the University if Michigan and she’s going to talk about the life course, aging, and the Latino epidemiologic paradox results from the Sacramento area Latino study on aging. And in the interest of time, I will not go into their bios, but please note that they are very distinguished researchers in the field and we are really looking forward to hearing about their research. So without further ado, Kokos you’re on. 
Kokos Markides: It’s good to be here. It took like nine to ten hours to get to here from Galveston yesterday. There was a time in mid-afternoon where we covered three miles in three hours because of the hurricane, so I thought the hurricane will probably make it here before we do. But it’s nice to be here. It’s really a very difficult time for us. I was bringing a dozen to fourteen people, mostly my students to be here, but as you can guess people have children, pets, and all their issues to deal with—boarding up their houses. So I’m sorry that they’re not here. Some of us made it though and I’m delighted. The presentation is something new for me—really working with the census disability items that available from the 2000 census and Karl Eschbach, Laura Ray, and my colleagues from Rice are here. Karl, who was supposed to be the first presenter presenting data from Hispanic EPES on active life expectancy, who spoke briefly about the findings. We were both stuck in traffic going towards Houston trying to make it to Austin and after five hours on 45 going north, when he hit Houston Karl looked at I-10 West and it looked like a parking lot and looked at I-10 East and it looked pretty clean so he made a right and went to Baton Rouge to visit friends. So forgive him for not being here, it was a very trying experience. We made it about one in the morning last night and it’s nice to be here. It is a trying time for us really—I don’t know if you’ve been watching the news about Galveston it’s probably the target, so it’s nice to be here with a lot of friendly faces, you know a lot of friends. Let me talk to you about our work. Kristen Peek, my other colleague, she has three children; she was supposed to be here—but three children. I think she may be in Austin but she must be dealing with family issues. The motivation about disability in Hispanics and really other groups is disability seems to be the big outcome variable in gerontology, really and aging for a long time and gerontology is social science types, epidemiologists. We’re not very disease-oriented but we’re really more interested in peoples’ ability to function independently, and quality of life, peoples’ mental health, family relations. And so disability has been very, very important. And what we know about the Hispanic populations is based on smaller studies, some of them regional studies, some of them national studies, and some of them really not having enough cases of older people in specific enough—in the specific groups that give us stable rates. And that’s the case especially with like Central Americans, Latin, South Americans, and other Hispanics. And let me just—I’m going to skip these, okay, and I will talk about them. What you have up there is the family disability rate based on four disability rates which I will show you in the next slide. And these have to do with being able to go out of the house, which is quality of life in my opinion. There’s a mental component of disability and there is like a sensory disability one, and there is a sensory one. So we think they’re pretty reliable, except the one that says going out of the home because it basically says, ‘are you able (or your family member that you are writing about) able to get out of the house to do such things as go shopping or go to the doctor?’ And you will see in the findings that in familistic groups in Hispanic groups this idea may be somewhat culturally biased in that a lot of older people don’t just go out by themselves to go to the doctor, maybe a family member will take them—so I think there is some bias there. There is an employment disability item which we excluded because we’re looking only at older people and the employment disability item has no relevance to them really. And it is also the least reliable of the items as a census bureau people themselves admit. It was misunderstood by many people. So the literatures are based on a number of studies, some of them larger than others. We have predicted that if you take all Hispanics as a group 65 and over, they will be more disabled than the non-Hispanic white population. And they will be possibly slightly less disabled than the African American population. Now the Asian origin groups, we have—are historically more advantaged because they’re more socioeconomically advantaged, and the Native American groups we expected that they would be disabled, more disabled. And the other groups there, we really didn’t know at this point.  So again, there not being a lot of people here, there was nothing actually for the disability items but this is what we kind of expected from the literature and what this shows is kind of reassuring and the question is: what do things look like when we break them up by type of Hispanic origin? And these are tables that correspond with the initial—I didn’t make graphs for everything because there would be so many. This is the overall disability rate. I can just tell you from this table that with the specific sensory, physical, mental stuff here, going outside of the disability I guess there are five of them. The patterns are very, very similar and what you get when you look at the kinds of Hispanic origin, what we thought based on the literature again is that the Mexican origin population would be fairly disabled, more disabled than the non-Hispanic white, but the Puerto Rican origin people would be the most disabled. We have known that from many, many studies. Again, the numbers have been limited from studies in Massachusetts that Katherine Tucker’s group does with Dominicans and Puerto Rican elderly. They’re not really large numbers but the people are fairly disabled. From the Hispanic case studies done in the early 80s the same story, the suggestion that there would be more disability in Puerto Ricans and indeed, that seems to be the case. Now the Cuban origin people, we always thought that these people are like non-Hispanic whites, the older generation, right, they are Spaniards in origin; they’re socio-economically fairly well off. So indeed, they came in at a pretty good rate. Now with the Central American and the South American we had no idea because there were no studies with large enough numbers from all the people of this origin to give us stable estimates so the beauty about the census despite its limitations is that you have 1.8 million subjects in the study, right, if five percent survey comes with the census?  So you have a lot of people so you’re able to get fairly stable estimates for relatively small groups like Cuban, Central American, and South American, and even Dominican and Spaniards, people born Spain, this is a significant number of people like that. And other Hispanics we’re not really sure what they are, who they are, but Karl Eschbach was kind of the expert on identity ethnic identity, he feels that most of these people are from Mexican origin and who do not claim Mexican origin on census forms but they check the general Hispanic category. And so this is a pattern and it makes sense; it is expected. The new information there for us is the Central and South American—what you see in this overall disability rate is that the South Americans and the Central Americans of the immigrant groups here seem to be relatively well off, especially the South Americans. There is a pattern here with the men being less disabled than women; we’ll come back to that because it’s one of the interesting things about what’s going on. And let me move on. These are the specific disability items and I will not go through these in the interest of time. And I will go through the other disabilities for the US born and the foreign born. The theory here is based on the Hispanic paradox, the mortality paradox, for populations of Hispanic origin, especially Mexican Americans are disabled; they’re poor but they seem to have this favorable mortality profile. And even though the Hispanic paradox is being dated…or unhealthy immigrants going back to Mexico to die. Despite the origins of the paradox, there seems to be agreement for whatever reason. It’s an advantaged, favorable mortality profile especially with the Mexican American population where we have had large enough numbers to feel comfortable about the rates. Again, I’m not saying we were 100% sure but the opinion is that indeed there are mortality advantages we can figure out based on socioeconomic profile, risk profiles, and everything else. So the idea is that well if there’s some mortality advantage that persists into old age, that’s a good thing. You know that’s a good thing; that means these people are healthy. Well does a mortality advantage translate to good health, among other things? The literature says no. Separate ratings of health show that Mexican Americans, Puerto Ricans, and others seem to rate their health as poor. They also tend to report more disability and our data corroborate that finding. Now when you look at US-born and foreign-born there’s very standardized risk profile. You see that the foreign-born whites, Hispanics, blacks, and others—we left the Native Americans out because we don’t have any foreign born there—tend to be advantaged. There is a foreign-born advantage. It seems to be—except with the Asian American groups. We found out that if you look at foreign born Asian Americans and native born Asian Americans you’re comparing apples and oranges because the majority, or large minority, for the native born Asian Americans are Japanese, the wealthiest group as you know. And the foreign born Asian Americans tend to be large minorities tend to be the large minorities of Vietnamese and _______________________ who are very different types of socioeconomic groups. So that’s not really a fair comparison unless you take separate groups, foreign born Japanese versus native born Japanese, then that’s something to be done with some of the other native groups, would be something worthwhile. So let me move on again I will not really present all the specific ones and I will go to the standardized disability rates for women 65 or over by race/ethnicity and you will see again that there seems to be a foreign born advantage in African American, Hispanic, white, not really other whoever they are, but … and Puerto Ricans I just mentioned because we’re comparing apples and oranges. If we took the same disability in the foreign born and native born Asian—it’s something that can be done—the numbers tend to be smaller for some of these groups … so that is not the case. But with white you will see that the advantage is not as great between men and women and this is again for overlapping many, many diverse groups especially you know the Hispanic and the Asian groups. Again I won’t bother you with the specifics. These are standardized disability rates for US and foreign born by type of Hispanic origin and we left Central and South Americans out because they’re overwhelmingly foreign born, and the same Cuban so you don’t really have a large number of native born Cuban and South American to really get stable estimates. But we’re very interested here in the Mexican origin population in the Hispanic overall and the other Hispanic and you will see that in the Mexican origin population there’s hardly any advantage, okay? And in the non-Hispanic white population there is a slight advantage, and in the other Hispanic groups there is a slight advantage, and in the other Hispanic groups there is a slight advantage in the specific groups. Now what happens when it comes to the women, no difference in non-Hispanic white, foreign born, native born Hispanic women. Mexican, about the same. And non-Hispanic, et cetera. So there is an advantage for men foreign born but not women. This is a new theme in the Hispanic paradox going back to the figures with mortality rates when we first wrote the paradox paper in the mid-80s. The literature basically shows if there was a mortality advantage it was among the men and not really among the women, not just in old age but beyond. And the theory behind that is that men are more selective for immigration because they migrate based on occupational resources and women to a lesser extent; they may be moving because their spouses have jobs and they go with them. So that is a theme that shows up in the literature and it is kind of corroborated here by the disability rates. Again, I will skip the specifics and I will skip that and end by saying that despite the limitations in the extensive disability items, we’re looking at the specific but some of them are fairly good, of physical so on and sensory, but going outside the home is not a good one. What is reassuring about the findings—we have large numbers for some of the groups to give us good estimates—and the reassurance is that what we’ve been suspecting about Puerto Ricans and Mexican origin people is indeed true. And the overwhelmingly immigrant groups, the Cuban, and the South American, the Central American tend to be better off overall than the general population and they indeed have a gender difference where the advantage is only among men and not among women. So this is a very simple paper, if not simple-minded, that is looking at large numbers for the first time. And I know some people are looking at disability. I know Mark Hayward from NID and Behavioral Sciences now are working on similar so I would really, really welcome and Karl too and Kristen, welcome any feedback to go beyond. We’re going to go beyond this and do more analytical things will disability and the sensory and other studies like the Hispanic EPESE. I’m looking forward to hearing Mary Haan talk about the SALSA at the Sacramento State.
Adela Gonzalez: Thank you. We’re going to ask you to hold your questions until the end of the sessions after all of the presenters, so please make a note. Write down your questions so that you don’t forget them so that we can have a discussion afterwards. I’m the timekeeper so you’ll see me trying to wrap up the sessions because sometimes time gets away from us, so Mary?

Mary Haan: Good morning and I want to thank you conference organizers very much for including us in this wonderful conference. I think it’s really unfortunate that it was hit by fear of the hurricane if not the actual hurricane so I’m sure that is on everybody’s mind. And I want to thank my co-authors on this, two of whom are here Vivian Colón Lopez who also has a fabulous poster, and Hector Gonzales. The other co-authors are Carla Meta from UC San Francisco Geriatrics group and ____________ _______________ from the Psychiatry Department at UC Davis. I like to remind people when I’m talking about migration about the history of the Mexico/US border. This is an old map showing where Mexico used to be and that sometimes borders migrate and people stay in one place. And that actually has—in my opinion—an important effect on how people experience migration or how we define it. And of course influence by fluctuations in policy and practice, economic and political motivation for migration and crossing the border is not synonymous with cultural change as I’ve already alluded to. We also have to ask why migration might influence health in some of the broad brush issues that influence health related to migration include changes in early life exposures, transitions, cultural change, often referred to acculturation, socioeconomic advances, changes in exposures to risk factors, environmental and behavioral, and the timing of the change in exposure in early life versus later life. So we’re interested also in our research in cultural orientation. As some people refer to it as acculturation adoption of behaviors and beliefs, and note that immigration is not synonymous with change in cultural orientation, and that the influence of change in cultural orientation has many factors including socioeconomic changes. And we have defined frequently cultural orientation as sort of typical language, contact with one’s own ethnic group. We’re going to actually be testing that in this analysis. Socioeconomic status is a major predictor of health and death in all populations globally and some of the effects of migration may be modulated or actually determined by the socioeconomic success in the migrating group. So the data I’m going to be presenting to you today is from the Sacramento Area Latino Study on Aging which is a cohort study of about 1800 Latinos, mainly Mexican ancestry—people born, approximately 50% of whom were born in the US and 51% in Mexico or another Latin American country. Most, because of their age, are women. At the baseline they were 71 years old and about half of them were monolingual in Spanish. We’ve been following them since 1998 and we do roughly an annual follow up which we’re now funded to do by the National Institute for Aging and the Diabetes Institute, thank you very much. We follow people and do in-home clinical interviews, cognitive testing, clinical assessments, extensive interviews, and medical history. The questions that I’m trying to address today have to do with whether there is a difference by nativity for three outcomes. All cause mortality, cognitive decline, and incidents of dementia and severe cognitive impairment, whether cultural orientation is associated with these outcomes, and whether these associations are modified or influenced by socioeconomic status. Briefly, I’m not going to go into this in any detail, we have a very excellent approach to ascertaining dementia and cognitive impairment. We have mortality ascertainment ongoing in this analysis. We’re going to look at the risk of dementia or mortality using proportional hazards models and changing cognition using mixed linear models which are basically a repeated model measures effects. The mortality outcome, as I mentioned, is ascertained through multiple reports. Dementia is through an in-home clinical assessment process including MRI’s. And cognitive change for this analysis is just the modified mini-mental state exam which is a global cognition measure. We have others but we just would rather be—we’re not trying to look at those today. Nativity is defined as country of birth; cultural orientation in this is measured using the Goyar scale which emphasizes language preferences and use and contact information, friendships. It’s a highly cohesive scale with good metric properties. It’s also sort of a measurement for health at baseline, looking at stroke and type II diabetes and in health insurance and source of medical care. I just want to touch briefly on the socioeconomic measures and I’m using this as a combined measure that categorizes people by whether they fall below or above the educational median or the income median. So there are people with both low income and low education, high income and high education, and then low income and high education, and then high income and low education to try to get at the sort of different effects of income and education on these outcomes. So the first part of the analysis is just to touch briefly on sociodemographic differences and health differences by nativity. So people who are born in Mexico or Latin America are somewhat older than people born in the US. Most of them are Spanish speaking. Fifty-seven percent of them had poor or fair self-rated health. Most of them—or 16% versus 2.5% do not have medical insurance. Forty-two percent of them live in a predominantly Latino neighborhood versus 22%; and their main occupation when they were working or still are working was in agriculture. The people who were born in the US have more education, more likely to own their house, have a higher score on the cultural scale, and have more diabetes and more strokes. So that gives you a rough idea. This illustrates the years of education by total household income and this illustrates the distribution of income and education by nativity. The sort of take-home message here is that people born in Mexico and Latin America fall disproportionately into the low income and low education group. People born in the US—there’s a disproportionate amount of them in the high income and high education group. But it’s not completely monolithic, either. This illustrates the cultural orientation score by nativity—Mexico versus the United States. People born in the United States on the whole have a high cultural score. But it also illustrates that people who are in the higher socioeconomic bracket, both of those born in Mexico and born in the United States have a higher cultural orientation score; so it’s influenced by their socioeconomic status. And I’ll skip over this frame, following Kokos’ lead. Now we’re going to look at all-cause mortality and this just shows the crude rates of males and females. This is the ratio of mortality in females in Mexico versus the US, and that’s for males. And as you can see, there’s really no difference in the effects of nativity on mortality in these two gender groups. The main predictors of mortality—socioeconomic status—this is referenced to low income and low education. The bottom line really is that people who are in the highest education and income group have the lowest mortality risk compared to people who are in the low, double low group. Diabetes and stroke are major predictors of mortality, as is age and for men there is no effect of nativity on mortality and for women being born in Mexico is actually protective, at least looking at it that way. So we went further and looked at the interaction between age and nativity for men and women and what this basically shows is that for men as they age the risk of effective nativity goes down and for women as they age—and this is not a significant finding—but for women as they age, the difference between women born in Mexico and women born in the United States increases, or the Mexican advantage actually goes away. So if you’re an older Mexican-born woman you’re actually better off, worse off, or similar to women born in the United States. Also, socioeconomic states and health are major predictors of mortality in this population. And there are no differences in mortality by nativity among men. Positive decline, briefly in men—these are errors in modified mini-mental state examinations. This is the follow-up time. The dotted line is for people born in Mexico versus the US, showing the effect of nativity on change in errors on the score over time. And essentially there is a greater rate of increase in errors in people born in Mexico compared to people born in the United States. It tends to—this is a u–shaped relationship for both of these. This is the effect of a one standard deviation change in the cultural scale on decline and what you can see is that as your cultural score increases there is an increase on the effects of nativity or of cultural orientation on cognitive decline. Finally, we looked at the effect of socioeconomic status as variable, finding income and education on cognitive test scores over time. And the bottom line essentially is that for this group people who were in the low income and low education group, this is the log of ____________ errors now, that the effect of being in this group compared to being in the high group with the high education and high income is that people in the lowest group have more errors and their rate of change is greater. That is, the rate of accumulating errors is greater than it is in these better off groups. And also, education seems to have more influence on cognitive decline than income. The fourth part is the dementia and incidence in cultural orientation effects. So this is looking at cultural orientation score divided into _________________ tiles, Mexican oriented in the middle of the scale and Anglo oriented. And the take-home message from this really is that these are your hazard ratios comparing to the middle group and comparing to the Mexican-oriented group. So for both of these comparisons, people who are more Anglo-oriented have a lower risk of incident dementia whether they’re compared to the middle group or compared to the Mexican group. And there is no difference between the Mexican-oriented group and the middle group. The only other really important thing I wanted to say is that this is looking at the effects of risk of dementia with a one-standard deviation difference in cultural score by nativity. So this is Mexico; if you’re born in Mexico and your cultural score goes up you have a lower risk of dementia. If you’re born in the United States your cultural score has no influence on your dementia risk. So it’s a benefit—or protective for dementia—if you are born to be higher on the cultural score, meaning more Anglo oriented than lower on the cultural score. So I’ll just—you want me to stop, right? 

Adela Gonzalez: I hate to be the timekeeper. 

Mary Haan: So my final conclusions are that nativity is not associated with mortality overall but aging may modify the risk of death among women so the Mexican Latin advantage disappears with increasing age. We can see this more for women than for men. Among Mexican Latin born, dementia risk is lower for those with the more Anglo orientation and lower socioeconomic status increases the risk of all of these outcomes regardless of nativity. Thank you very much. 
Adela Gonzalez: We will continue with our discussants. We have three discussants. Their time for presentation is about eight minutes. The first one is Joe Potter from The University of Texas here in Austin. He is taking the place of Alberto Palloni so I will ask him to introduce his topic. Following Joe will be Mark Hayward. His topic is ‘Does longer life mean better health? Not for older Mexican American health in retirement surveyed.’ And then the third presenter is Robert Hummer, ‘The Association between socioeconomic status and mortality risk among Hispanics in the United States.’ They will have about eight minutes to present their discussions. Joe?
Joe Potter: Hi. Well as you can tell, I’m not Alberto Palloni and I don’t agree with everything that Alberto Palloni says. In fact, he puts me in a difficult position by suggesting that I argue that my close friends and colleagues are barking up the wrong tree. So I may permit myself a few interjections along the way. This is about aging—an aging conference—and one thing you can say about Alberto as he has aged through the years is that he has somewhat more of a contrarian and there is always that link. I’ve known him longer than you have. He seems to enjoy taking on something that everybody seems to like and saying that it’s all bunk or hooey. So anyway, that’s more or less what he does here with the epidemiological paradox and he makes two contrarian or provocative points, first that the paradox is unsolvable with available data and methods, and second that it’s the wrong place to focus and that by worrying too much about the paradox we are blind-sighting and quartering ourselves into an area which does not contain—and indeed may even conceal—the most pressing health problems that the Hispanic population in the US will face in the next twenty years. So those are the two main points. About the paradox, I don’t think there’s—he goes over a series of main points and starts with the origins which I presume are familiar to everyone here, including the origin itself, and he then says ‘who is this paradox relative to?’ and he declares that it’s not relevant to all Hispanics but it’s to some groups and mostly to the foreign born. How pervasive is the paradox? He says it’s restricted to basically two areas, which don’t conform too closely to the findings we’ve just seen. One is with respect to the birth outcomes, birth rate and child survival or infant mortality in the first year of life, and the second is male adult mortality. And those are kind of the two groups, so it’s not the whole realm of health but just these two areas. So let me see… there was one thing I wanted to read here. ‘In conclusion, the second lesson we learn that a clear cut epidemiological paradox is largely circumscribed to a few and not necessarily the most important health outcomes… Moving right along, how significant is it?’ And here he takes not only is it a few groups and a few outcomes, but those outcomes may not make a whole lot of difference. One is a point we were discussing last night at dinner which is the low birth weight outcome and he points out that along with the relatively low frequency of low birth weight comes a relatively high frequency of birth weight over 4500 grams and that’s not an advantage of any sort and then he points to some of the results that Dr. Markides just presented as again saying that ‘well they live longer but they’re in bad shape while they’re living so it’s not necessarily a paradox or there may not be a disadvantage in the paradox.’ He then goes on to talk about the explanations of the paradox and keeps right on hitting. And so the first thing he talks about—which is an area in which he has a great, you know a large store of methodological expertise—is selection in the migration process and what that has to do with frailty. He then goes over how the usual solutions, statistical methodological solutions dealing with frailty, don’t work very well—don’t get you out of the hole in this particular case. He then reviews how data artifacts—how this may be a problem with the data, how you may have people going back to Mexico to die and things of that sort, another kind of explanation. But where he gets, you know comes on the strongest is with what he calls the two remaining explanations which he says have rounded up a great deal of adherence but they remain to me at least, at least largely obscure and somewhat implausible. The argument goes as follows—Mexican and other Hispanic immigrants to the US are blessed with adherence to cultural features and social interaction patterns that exert favorable effects on the outcome of interest. So he basically doesn’t set much store by those findings and says that when you do have a relatively well-defined marker of something such as smoking then you can throw that into the regression and it doesn’t exploit the paradox so he’s not too happy on that score. That’s all I need. Here I would interject that at this point if you were going to…at least to me there’s another kind of place you can come from which is the social-determinism of health which is getting pretty much thrown, not given the shrift it deserves here and people who are coming at health from a social determinance perspective I don’t think will be quite as willing to, you know, roll over and play dead as might be called for. The second argument I don’t need to spend too much time on because it essentially was made very eloquently by Ken Shine earlier in the morning and that is ‘are you barking up the wrong tree?’ in the sense that by focusing on the paradox you’re ignoring ‘the perfect storm’ as he referred to it. And Alberto basically lists many of the things or I think almost exactly the things that Dr. Shine talked about—low levels of human capital in the population, access to and use of healthcare, as the second. Three, increasing westernization—although note that that’s contradictory with the fact that culture doesn’t matter and finally, frailty, and this is perhaps a new one, but back to the frailty theme, a frailty of people who experienced malnutrition in their very infancy, and that may come back to bite them in their later years. So that’s my hopefully impartial rendition of steering between _______________ and Caribdis on this little topic. 
Adela Gonzalez: Thank you, Joe. Thank you very much. Now we hear from Mark. 
Mark Hayward: I was really hoping—I heard Alberto wasn’t going to be here and I thought well I’ll at least have four minutes of that. 
Adela Gonzalez: We’re running a little late.

Mark Hayward: Okay, I don’t want to repeat so much of the conversation that we’ve been having here but one of the things that we keep focusing on, and I think Alberto has kind of galvanized our attention to and other people is that when we think about the Hispanic paradox we think of it as an immigrant storyline and there are two primary storylines, as all of you know, which is if you have a healthy immigrants which was a kind of selection process where the most robust people enter into the United States across the border, and then you have this idea of the ‘salmon bias’ which is that we essentially in our natural statistics; we don’t observe the people that are observed to be here that actually die here. And so it’s this idea that the plains are filled with frail elderly Mexicans and actually I think it’s true to some extent. But nonetheless, that’s the way the story goes. And yet one of the things that sometimes gets lost in this kind of conversation, Bob Hummer, pointed this out, Kokos in part pointed this out as well, is that most of our national studies also show that native born, especially Mexican Americans have mortality rates that are comparable to native born whites and this is despite the fact that Mexican Americans have very, very low socioeconomic resources. So this is the aspect of the story I’m going to talk about today. So here’s our study question: is there evidence of a Hispanic paradox in mortality among native born Mexicans in the health and retirement survey? So we’re trying to do something that we—we’re trying to get a better handle on who this, what this population is. I don’t want to go into the details of why we don’t want to deal with all Hispanics. I think a good example was Kokos’ first talk—they’re very heterogeneous in terms of culture, in terms of health and it’s tough to get a handle on what it means to be a Hispanic in our data. So we said ‘no, we’re going to deal with Mexican Americans only. They’re going to be native born.’ So that gives you kind of a more better defined population and more of a closed population which is really important given some of the storylines that are part of the Hispanic paradox. And then the other question we’re asking goes right to the heart of Kokos was talking about earlier which is does the paradox also extend to the postponement of disability? Because we have this idea that if you push out life expectancy the way we do this is by postponing disease and disability; and this is a very, very common idea. Now one of the things I want to tell you is to just kind of give you an idea of why this is kind of a neat idea is that you can have two populations, one Sweden and one Japan which have extraordinarily similar life expectancies but very, very, very different disability profiles. So how you get to that life expectancy can be very different, and just to kind of give you an idea of where we’re going in this story. So I don’t want to take too much of your time up with detail. We’re dealing with the health and retirement survey. We can argue that this is a really good thing. It over-samples Hispanics, that’s a good thing. It over-samples African Americans; that’s a good thing. What you fail to realize in these national data sets that are longitudinal is that even though they over-sample there’s almost never enough cases to support within your analysis the diversity of what’s going on within those groups. There’s a lot of heterogeneity. So you’re going to get people like me get up and we’re going to spout statistics that are very—they should make you very nervous, alright? They should make you extremely nervous. And I’m just as nervous about these but I’m as close as I can be to believing what I’m going to present today. Okay, now, so we make a lot of advances but there are a lot of limitations. We go back to the disability items. All I want to really say about this is that we’re really trying to pick up this idea of severe disability, alright? The most reliably reported form of disability and we give you—we are actually measuring transitions in health and mortality across about a ten year period. We do a bunch of fancy demographic modeling with multi-state life tables. We can talk about these later. The issue that we raised earlier has to do with how the data are distributed. We re-look at things like education gradient from health. We have to remember that sometimes when we look at older populations, especially older populations like African Americans and Mexican Americans, they are very sparsely, very thin at the upper levels of education. So now you’re trying to explain a variable in health where basically, which is a truncated or constant distribution that’s your predictor variable. It’s very hard to do this. You know it’s something we teach in 101 statistics. How can you explain a variable with a constant? It’s tough. But here you can see why it’s tough. And it’s very thin here. We’re dealing with very thin data. So here’s our summary. I don’t want to go through this but let me give you the life expectancies here. Now the bottom line is if you look at the red bars, that’s total life expectancy. And this is for males with eight years of education at age 50. And what you’ll see here is that we have very similar life expectancies for white males and Mexican American males, very similar. Where the groups differ is in terms of—I’m going to point you to the blue bars here—is that the Mexican Americans actually have the most protracted theory of disability. They live comparable years to whites and they live more years than whites with respect to disability. Now I want you to remember—don’t forget about black Americans here. This is the conversation that we’re having a lot about Hispanics, we don’t want to forget about the group that really anchors the low end of the spectrum here. They are disadvantaged in every way that you could think of in terms of health. So I won’t go through the same story here with females. We see the Mexican American females actually living a little bit longer than white females. Okay. So what’s the deal here in the HRS?  Yes, native-born Mexicans have mortality rates that are comparable but they also live many, many more years with a disability. So it’s important—and I’ve already told you about the ideas here and limitations. I want to go back to one last thing even though I don’t have any more time. We have gotten data at the national level. You have got to remember we don’t have high quality data for the largest minority group in the United States and we are making health policy based on best guesses, you know? What we have—have we rounded up all the EPESE studies and reconciled them it’d be really tough. We’d have to get the SALSA studies, the San Antonio heart studies and whatever studies, we still haven’t reconciled all those studies yet, so you kind of get the idea of why is there all the debate? Because we have really bad data. 
Adela Gonzalez: Thank you. Okay and our last presenter is Bob Hummer. 

Robert Hummer: Okay thanks to Jacqui and Keith for inviting me. Also I was looking forward to having Alberto here and having a lot of fun with us but it’s just not as much fun with Joe. You know, he’s my office neighbor and great friend. Anyway I’m looking at, and want to acknowledge my co-author here Sarah McKinnon as well, who’s actually the first author of this paper, graduate student of sociology in the Population Research Center. We’re looking here at the relationship between education and mortality risk in the United States and that the table’s been set that the big controversy here at the population level if you look at mortality rates and you look at education levels there doesn’t appear to be much of a correlation with Hispanics and especially if you compare them to blacks and whites. So what I want to show you here—I’m just going to end up I think showing you two slides, is looking at younger adults in the United States and older adults in the United States and looking at mortality differentials across educational groups. Answering the question: to what extent does education influence mortality among Hispanics? When you control for education does it help us to better understand differences between Hispanics and whites? And do the educational effects differ? Do we see weaker educational effects among Hispanics than we do among whites as might be expected given the population level data? And so what—to do this kind of work with fairly fine grain educational groups, to consider multiple ethnic groups, nativity differences across groups, and different age groups you need an absolutely enormous data set. And that’s what we put together here. It’s about 450,000 people from the National Health interview surveys across multiple years and those data matched to a national death index for I think about nine years or so. Huge data sets, we’re actually in the process of adding many more years and deaths to this to hopefully solidify some of these estimates even further. This looks at all ages 25 and above, this first one. And two things to point out—first, right at the bottom what’s controlled is immigration status, nativity. So the foreign born advantage which we see in this data is controlled out; okay and you see that in the paper. Net of that, Mexican Americans have about 12% higher mortality risk than whites, net of the foreign born advantage, remember. Blacks and Puerto Ricans have quite a bit higher than whites, numbers above one being higher mortality, below one being lower mortality. Adding education in model two, education acts the way it should for the entire population, and if you look at the change from Mexican 1.12 to 1.01, it says yes, it’s acting the way it should. You control out for educational disadvantages and you’ve got equality between Mexicans and whites. Okay, let’s… this is off. My colleague told me the other day I’m going to be the worst technologically advanced person in my cohort by age. It’s probably true. Okay this…I want to go backwards. This is 25-59, younger adults, okay. Again we’re going to control for nativity, the foreign-born advantage for Mexicans which you do see in the data which we show. And what you have here is higher, much higher mortality risks among Mexicans compared to whites in the younger adult years. Now think about this for a minute. This is where there’s a much larger Hispanic population in the United States than there are at older ages. Now the deaths aren’t as frequent at these ages but this could indicate something different as future cohorts age into old age. Okay. You do see also the difference reduced once education is added. The far right, when we add these interaction terms, what these seem to show for Mexicans especially is that the educational effects may be weaker among Mexicans in comparison to whites. Acting the way it should, lower education, higher mortality risks put somewhat weaker for on Mexicans in compared to whites. The last slide I’m going to show you is for the older adults. This is where we see the paradox—lower mortality among Mexicans even after nativity is controlled out. You’d see even a lower number if nativity wasn’t controlled out, around .8 or so. Education acting the way it does, if you control out disadvantage you even get a lower mortality risk for Mexicans and then also the interaction terms show that the education seems to have a lesser effect again for Mexican Americans in comparison to whites, the story that at least we thought we were going to see in this. So to conclude, I want to leave you with two take home messages, is that Mexican American adults, controlling for nativity a slightly higher mortality than whites. Is this a paradox? I would argue it is—I went back and read Kokos’ definition of the paradox in 1986. He doesn’t say anything about a mortality advantage, he says mortality and health more similar in whites than it is to blacks even though the socioeconomic differences are there. So I think a careful reading of the original definition of the paradox would say there clearly is a paradox for immigrants. There also is a paradox for the native-born although it’s clearly not as extensive. But the paradox is limited to certain groups, as Alberto was saying. It’s there for older Mexican Americans in terms of mortality but not among younger Mexican Americans and that’s a very important difference. It is there for immigrants, younger immigrants. Does education exhibit the expected associations? Yes, but they are weaker for Mexican Americans. I didn’t point this out, but it’s similar to what you see among blacks, that in other words, kind of returns from education seem to be less for Mexican Americans than they are for whites in the same way they are for blacks, and so it could be you know something about school quality with being able to make returns on education to income and to health that’s what’s being picked up here. We’re going to add more data to this, more deaths, and hopefully be able to solidify these estimates but I think we can show here that there is a paradox across a couple of these different populations; there isn’t among others. There are some worrisome things among younger adults in terms of mortality and that the educational returns to mortality are somewhat weaker among both Mexican Americans and among blacks. 
