Audience member: Thanks, I’m a little bit confused by the showing the models by categorical age when you’re talking about the paradoxical problem. And isn’t part of what’s underneath that paradox a crossover in mortality, and that the crossover’s happening in middle age so that would give you that paradoxical? I mean help me, I’m not a demographer, I only hang out with them. So help me understand this because the little bit of _________________ with mortality data among Hispanics you see much higher death rates in the middle age where chronic diseases are taking people out. So what are you telling me? 

Bob Hummer: That’s because you got the story right. I think it’s that you do either kind of an interaction term with age and ethnicity and see the same thing. Here’s splitting it up by age to see higher Mexican mortality at those younger adult ages and that later on I think lower mortality rates I think cutting the data that would get at the same thing. 

Audience member: So I don’t understand then why you’re layering education on top of that. I mean I don’t understand the logic behind what you’re doing. Maybe I’m confused this morning I haven’t had enough coffee. 

Bob Hummer: The logic is just that clearly there are different things going on with mortality if you look at Mexican Americans at younger ages than at older ages. There’s also, as you might know, differences in education distributions across these age groups as well and I think putting that all together into one model where you’ve got education differences and age differences without being able to group these interactions by age and education by age, and nativity by age and so forth, you can obscure what’s really going on in the data. So what I’d really like to do is cut this data even further into age groups of 25-35, 35-45, you just can’t do that at the numbers you run now, even with a huge data set like this. So this is one way at least of cutting the data in two different portions, you know if younger adults and older adults where there clearly are different mentality regimes going on for the Mexican American population and where we can get a better handle, I think, on education mortality differentials within younger adults and older adults. 
Audience member: So it’s a life stage issue that you’re trying to get at. 

Sure. 

Audience member: Okay. 

Dr. Angel: One more quickie before we go to break. 

Audience member: I have a question for Mary Haan regarding the SALSA study, which I found very interesting. I hadn’t heard any presentation about it. I was wondering in your findings about no differences in mortality by nativity, I assume this is based on the panel, following the panel, and who dies in the panel.

Mary Haan: It’s based on—it’s a cohort study, so if that’s what you mean by panel…

Audience member: Right.

Mary Haan: Yeah we followed so far for about four and a half years.

Audience member: So I assume you talk about this in your paper, I’m sorry I didn’t read it. But how do you deal with the fact that some people may not be dying here or where you’re observing them?

Mary Haan: Well, it’s a little difficult to do that but what we’ve been able to establish so far is that there is no difference in our inability to find deaths about nativity. In other words, of the deaths we’re unable to find, we—about 50% of those occurred in people who were born in Mexico and 50% occurred amongst those born in, among people born in the United States, so from that perspective you could argue that we’re not seeing a re-migration in this cohort. Most of the people have been in California for a really long time. The average time that they’ve lived there has been about 40 years. So their children lived there; their grandchildren live there. So I think they’re disinclined to leave. So in that sense, they’re a fairly stable group of people. There are people who have gone back to Mexico to live, a few people. And we try to follow those people. It’s a little bit more difficult because they often go to places where there’s not a telephone. But, so that would be my response to that. I did have a comment if I may about what you presented, or more about what Palloni might have said if he was here. I read his paper on the Hispanic paradox and I think when he got finished trashing epidemiologists and he had made some very valid points about the selective effects of migration. And it strikes me that to sort of get at this issue with the data that you are presenting, you would really need to do, and I don’t know if you can do that, a nativity by age interaction. Because the argument that he makes toward the end of the paper that references another researcher is that the selective effects of migration disappear in older ages and so part of that could be due to selective survival, differential survival related so socioeconomic status and part of it might be some cultural change if there is some cultural factor that’s protective disappears. And I think that’s what we’ve—that’s my interpretation of the finding that I have of nativity by age interaction seen in women, that the disadvantage disappears. So I wondered if you could comment on whether you, when you analyzed your data if you were able to look at it that way.

Bob Hummer: Thanks, that’s a good question. Yes, the nativity effects which aren’t shown on there on the paper and the lower mortality are protective being foreign born is larger at the younger ages and somewhat smaller at the older ages although it does maintain a hazard ratio of less than one. Now I’m skeptical about that too because of return migration. You just don’t observe the deaths, but does that mean we’re just not seeing them in the data and the deaths are actually occurring—either because of out-migration or just because statistical follow-up issues. So I’m not as confident about that nativity, about that foreign born protective effect in the older ages and somewhat more confident at the younger ages but you don’t see that disappear in the data for either of these age groups that I’m looking at here. 
Adela Gonzalez: That concludes our session for this morning, and sorry that we took some of your break time. 

Andres Villarreal: Okay. Alright good morning and welcome to the second session of the Conference on Aging in the Americas. For those of you who don’t know me, I’m Andres Villareal and I’m an assistant professor in the sociology department and also a faculty associate at the population research center. This session today is entitled ‘The economics of Hispanic aging: new findings from Mexican health and aging studies.’ The session will cover various issues related to the sources of support for all Hispanics, including the extent to which the timing of immigration from Mexico and other Latin American countries effects how Hispanics grow old, their propensity to use formal or informal support networks, and how these outcomes are associated with indicators of cultural and structural incorporation. The session promises to be very exciting and is also very packed. We have two panelists and then three discussants who are actually going to be presenting, giving mini-presentations themselves. So I want to get straight to the first two panelists and we’ll go in the order in which they’re listed. The first presentation will be by Rebecca Wong. Rebecca Wong is a research scientist at the Maryland Population Research Center and she’ll be presenting a paper that she wrote with Monica Espinoza who is at the office of population research at Princeton University. Their paper is entitled ‘Dynamics of intergenerational assistance in middle and old age in Mexico.’ 
Rebecca Wong: Thank you. I’m going to try and skip some slides as I go along and I won’t give my thanks too long but thank you for the organizers and the hosts for having us here. It’s a great opportunity. And I’m going to present work that I completed with Monica Espinoza and Monica is in the audience if there are questions for her as well. And I’m going to start. And I won’t give you the outline; it’s going to be obvious what I’m going to be doing. As background I’m going to be talking about the systems of assistance given and received by elderly and middle aged persons in Mexico. And by context I just wanted to say that the money changes between elderly and the family are important, particularly in this context because of the lack of institutional support. In Mexico, only about one-half of the people 60 or older have health insurance coverage, but only 30% of men and 50% of women have a retirement pension age 60 or over and so then that means that the family support gets very important. And so we want to study the particular because the question becomes whether this is a practice. Does family support become a culture of giving or is it responsive to economic or health shocks for example? Of those 50 and older about one third reports that family health is one of their sources of income; and about ten percent report that family help is the only source of income that they have, of people 50 or older. And also let me add that in some states in Mexico that have high migration to the United States, for example Zacatecas, about 30% of all the total household income received in Zacatecas households comes from the United States. And so it’s fairly important to us to understand the dynamics of these informal family transfers. So what we’ll do is to examine the dynamics of changes predominantly to determine and see how these changes occur and among older adults in Mexico in particular we want to know what are the patterns of change in these transfers? What determines starting to give, stopping from giving, do health shocks in particular—we’re interested in whether families respond to health emergencies. We’ll be using data from the new Mexican health and aging study. Very quickly, this is a national representative panel study of people 50 or older in Mexico. It’s very similar to the health and retirement survey. Two waves were funded by the NIA in 2001 and 2003. The baseline interviews were done in almost 9,900 household in Mexico, around 15,000 individuals because we would interview the person and the spouse. There was a two year follow-up including a next of kin questionnaire for those who died in the interim. It was a very good response rate and we have around 12,000 people who responded to both interviews and who are 50 or older. And that’s the analysis I’m going to be looking at. Just as a summary also these people in Mexico who are 50 or older have around five children on average who are living and very interesting here is that about one in five say that they have at least one child living in the United States. Now from this data what we do is we construct categories of transfer flows. People who only received—only gave assistance to their children, only received assistance, both give and receive, and do nothing, neither receive or give. And so we look at transfers in money, cash, and also in time. I won’t spend much time defining these; they’re all in the paper and that we submitted so people can consult it. Just quickly—just the transfers and how they occur. And these are just showing you the economic transfers where similar patterns occur in the time of transfers in the following sense. You look at the transfers in 2001 and 2003—they look pretty stable. The same proportion of people seem to be only donors, only recipients, both, or neither. And so what we do now is construct—I’m going to skip that—construct switches from 2001 to 2003 and examine two switches: who starts receiving when they were not and stops receiving when they were receiving. Who starts to give and who moves away from giving when they were only—when they were giving. So the next slide shows that there’s a lot of action going on with the transfers. Even though I showed that this is pretty stable, in reality this is hiding the vast dynamic that’s going on. For example, 37% of people say that they start to receive time help and 30% say that when they were not receiving they started to receive economic help after just a two-year change. And so on. In particular, for example you can see that a lot of people stopped giving when they were giving economic help. Only about 70% stopped giving economic help, and about 50% stopped giving time help. There’s a lot of dynamic going on in the transfers. So now the question is what do these respond to? How come there’s so much change and do they co-vary with health shocks, for example? So we do a multivariate analysis of these transfer switches and associate them with health change controlling for other factors. And what we find is that indeed these transfers seem to be very consistent with what an economic model of transfers would predict. Transfers and the fact that people start receiving or stop receiving, start giving or stop giving—people that see these movements seem to be highly associated in particular with respect to economic factors. So if you look at economic transfers which are the blue box it is highly associated with economic factors. And you can see the effect of having high income as being in the upper 30%. And so people who are in the upper 30% are much more likely to move away from receiving transfers and more likely to start giving transfers. They’re less likely to receive and they are less likely to move away from giving. These are the wealthy people. And on the other hand if you look at time transfers, and I’ll just show you the summary of the results—the health changes affect only time transfers and not the economic transfers. And not only a health shock towards the worst but also a health improvement seems to be associated with the switches in time transfers so that for example this is functionality where we have the similar results for self-reported health and chronic conditions but people who move in between the two waves in 2001 and 2003 towards having worse functionality, they are more likely to start receiving health, less likely to move away from receiving. And those are the two that are significant. And then if you look at improvements in health, those people who present fewer problems in functionality between 2001 and 2003, they are more likely to move away from receiving. That is, if their health functionality improves, they’re more likely to stop receiving help. So what we conclude from this analysis is the system is the following. The system of exchange between the older adults and their children seems to be quite dynamic. This is not just a stable system as the first descriptives seem to imply. There’s a lot of entry into and exit from giving help and receiving help and this system appears to be responsive differently to health shocks, economic changes, and demographic attributes. I didn’t report—I didn’t highlight the results on age and sex and marital status and so on. In particular, these shocks, these transfer changes are not responsive, for example, to just advancements in age. Older people are not more likely to receive assistance as some of the literature would predict. But actually these flows of assistance seem non-persistent. They don’t just stay—they seem to respond to improvement as well as deterioration in health and they are not, they’re certainly not driven by just cultural norms or just merely older age. And so this again for us seems to imply that sometimes we refer to the culture of giving that Hispanics have of assisting each other is not just the culture, it seems to be a very responsive system. Now this has consequences in other ways because it means that on the one hand the system is active. The system is dynamic and we can count on it. It will respond to health shocks; the family will support each other. But on the other hand, in the context of low institutional support, what it means is very fragile because it’s very informal. And so the future of this system in the sense of the family not being able to respond, there’s no way to activate it or enforce it or force it. It just happens because people want to help each other. So on the one hand there’s good news, but the other one is there’s some bad news, as well. Thank you. 
Andres Villarreal: Alright, thank you very much. Our second presentation will be by Nelly Salgado de Snyder. Dr. Salgado comes to us from the National Institute of Public Health in Mexico and her talk is entitled ‘Indicators of well-being among rural elderly men and their relationship to migration in the US.’ 

Nelly Salgado de Snyder: Good afternoon. Thank you Jacqui and thank you Keith for the invitation. And well, this is going to be a refreshing change because guess what, I am not a demographer, I am a psychologist. And I do the interface of health social sciences so it is a little different what we’re going to see here. You can see it’s different from the first slide. Here I’m going to use some numbers but also I’m going to use some qualitative data to give some meaning to those numbers. Okay, I’m just going to give you some information first about Mexico and how the process of aging is taking place in our country. And as a demographic transition is taking place the number of elderly people is growing. And now aging and poverty is a dangerous combination, you know when we put them together, especially because of the lack of resources of all type – personal, financial, structural resources in general. And the elderly people of Mexico are concentrated among the lowest income groups. As a matter of fact, 28% of the households with elderly people are located in small villages that are considered rural by the policy equivalent to the Mexican, well it would be the _____, the equivalent to the US bureau for census. And what happens in rural Mexico is that poor people, even if they are old and they are sick, they still have to work if they want to survive. So health problems—now when we put together the equation of aging and health problems and poverty things get even tougher. Many people tend to work until very old age. And as you know by now, there is not a universal pension system in rural Mexico because people that receive the benefits of Seguro Social for instance, they are employed and in rural Mexico we do not have that. So what is the situation—the current situation with our elderly poor? Well it is thanks to family that these people survive, and that is the only strategy. But the other problem is also that many of these Mexican families in rural Mexico have been trapped in poverty and the capacity of younger generations is decreasing considerably. So going to the United States has been the alternative to a better quality of life for many Mexicans, old Mexicans and young Mexicans. One of the major consequences of course of the younger migrating to the US for you know working reasons is that they leave behind the elderly parents and nobody takes care of them. As a matter of fact, they have even more responsibilities taking care of the grandchildren and older and sick people in the household. Now the central part of this presentation—or the core part—is about well-being and this is the conceptualization of well-being that we are using, taking into consideration culture and the context of socioeconomic context in which these people live their lives. This is a study that was conducted in rural Mexico among elderly men who did not include women. I will tell you why, because these are elder men and back then you know in the 40s, 50s, 60s women did not come to the United States. This is something new. But they live in rural areas with high immigration to the United States and we analyzed the following of these indicators of well-being: family support, financial resources, satisfaction with life, psychological distress, which is a very variable that we know as nervios, and alcohol consumption. This was a cross-sectional study and intentional sample of 372 elderly men who had been in the United States for at least one year working as labor migrants. So we have a quantitative and a qualitative in-depth interviews, 24 interviews. And we want with it is to create a typology. We have here four groups. Group 1 is, are those elderly people who have direct contact. That is, they themselves had migratory experiences as well as the children, their offspring. And the group, the comparison group is this group number four, these people had no contact at all. That means non-migrant elderly father and non-migrant offspring. The other 2 and 3 group, they had some sort of contact with migration. Well these are some of the sociodemographic characteristics and as you can see there are no major differences among the groups. There are some things that are interesting—for instance the number of children is a large number of children. Remember that these men are this—you look at the age, they are in their 70s, back then Mexican families were large, particularly in the rural areas. And these are some of the results. The elderly people with migratory experience, 65% went to the first time—or came for the first time—to the United States some migrant laborers with The Bracero Program that ended in 1963. Many of them went back to Mexico; these are returning migrants because they had been here but now they are back in Mexico. The average time they lived in the US was eight years and about 60% worked for, at least you know more or less, five years. What is interesting here is that we found a very high prevalence of physical illness and mental illness, and you’ll see which one, for instance—more so than their non-migrant counterparts. And we’ll look at the responses. So we looked at the first variable here—contact with migration and family support. Contact with migration refers to the four groups. Remember, this is the highest contact group and this is the no contact at all group. And we see differences. If you look at this table we find that the people or the elderly men who had very close contact with migration because they themselves had been in the United States as workers as well as their offspring—they report higher levels of support, family support. They feel appreciated, they feel that they have confidence in their children, they can trust their children. We go one other, talking about financial resources and the ability to obtain financial resources, we found—and this was the question: if you needed a large amount of money would you know where to obtain it?—and looked at the difference between group 1 which is the group with the highest contact with migration, 49 versus only 16% of the group have never left their own villages. Do they know where to obtain it? Obviously what you’d expect is that men who have been exposed to the United States culture or their children are in the United States have, mostly feel—at least they feel that they have more resources to deal with financial crises or problems. This is in terms of satisfaction with life—in general we see that these people are more satisfied. The elderly men who have direct contact with migration are more satisfied in general than the counterparts of the other three groups. And these are some of the items that made up the scale of satisfaction with life: they feel more useful, they feel they have support, respect. They know that they can count on their family in the case of grave illness as well. And this is very interesting. Look at this: this is the prevalence, lifetime prevalence of nervios. Nervios—and we can talk about that but it’s not the point of this particular meeting—but nervios is psychological distress, okay. That is an indicator perhaps of psychological, a symptom of psychology, it is psychological distress. And when we look at the prevalence it’s 42% versus only 20. It’s very high—in any case—it’s very high among these men in a rural area but particularly high for this group. And look at frequency in which they drink alcohol. This is of course based on self-report. Very often 55% versus only 11% and they have three or more drinks per occasion. This group is the heavy drinking group. Once they have been exposed to migration they start drinking more and using, of course, more tobacco. These have been reported for we have a couple of papers that have reported this with younger people; not with elderly, but with younger migrants. So this clearly shows that there difference in terms of exposure. Now if we look at some of the testimonies that they provided during the in-depth interviews, and you can read those testimonies yourself, but you can see a difference between the statements of men who have been exposed to migration and those who have never migrated to the United States. This is something that is very, very subjective. This is how they feel in terms of being back in their own country and their experience working in the United States. And of course there’s a great deal of faith here and spirituality. God, the figure God comes in often into their statements. And of course they are very aware that poverty, along with being sick and being old, doesn’t help. And what they would like to is to hear more concern from the government to tend to the problems that they face. Finally, you know there were some statements of people who said well even if I had a retirement plan in the United States I would never go back to that country. It was wonderful, it was good, it put bread on my table, but it’s over. See, I am at a different stage and I’m happy with my family here in Mexico. So these are all different opinions, and as I said completely and to a point, subjective. I’ll give you the conclusions. Okay, so some—the conclusions of this paper is that among the rural elderly living in poverty having worked in the United States or having offspring working in the United States determines or creates a greater sense of well-being. The participation of the offspring in labor migration to the US seems to increase their elderly father’s perception of financial security number one, family support, and general satisfaction with life. It gives them some sort of a security. The other conclusion is that the relationship between well-being and migration is mediated not only by the financial help they receive from sources in the United States—this could be the remittances that the children send, or you know, pension—but it’s also mediated by subjective factors such as the reevaluation of their cultural traditions, like the family, the freedom, their ownership of land, authority, status, etc. And we also know that labor migration to the United States has long term consequences on the physical and mental health of elderly men. Those who had personal and family contact with migration, that was in group 1, had the highest prevalence of physical problems, psychological distress, nervios, and alcohol use. So one of the—something that is very clear to us is that when we look at the long-term consequences of migration on the health and mental health status of the elderly migrant, we really need to look at two different dimensions—two independent dimensions. One, that is what we can measure, and the other one that is completely subjective, and that is the well-being. It doesn’t matter really how sick they are if they are saying on the other hand that they feel well, they are satisfied with life. And this is something that very seldom epidemiological studies and demography studies take into account. And this is all. Thank you. 
Andres Villareal: Thank you very much. Next we have three individuals who are listed as discussants but they have really what constitutes more of mini-presentations. The first is Roberto Ham-Chande from the __________________ in Tijuana and his talk is entitled ‘Aging and health interrelations at the US/Mexican border.’ 
Roberto Ham-Chande: Well thank you very much for the chance to be here in Austin. It’s always a pleasure to be here and also to interact with the population researchers in this area. What I want to say is something that we have in mind is not the source of our research but something that we are building up is a study on aging and well-being in a transborder environment. This morning we have been talking about the border and in the beginning with the presentation of Dr. Frenk and he was referring to the border. Well I like this picture because it says something about what the border is in terms of a region. These are the border counties in the United States and the municipalities in Mexico and we know that the border is a line but what the border region is, there are many different definitions. It depends on what you want to study. You want to study the environment, then things are very different. If you want to study population and health it depends on what are you seeking. In this case we are defining the border. I am not going to details on that. As the border municipalities and counties. Now something that characterizes the border between Mexico and the United States is that it has an adjacency of differences and this difference that reminds a strong interrelatedness. And that’s the part that I would like to stress in this presentation. There’s a strong interrelatedness in terms of demographic, and health, and economics and family support and all that. Now if we see the demographic dynamics of the border, this is very interesting because I have here the figures between 1930 and the year 2000 of the total population of the United States, the US border, Mexico, and the Mexico border. And we can see that from 1930 to the year 2000 that the United States more than doubled the total population, but at the border the multiplication was by 7.5. For Mexico, we have an increase of almost six times in this period, but the border increases more than 20 times. So it’s strong dynamics. And that kind of dynamics comes mainly from migration. And the increase at the United States border is also migration from Mexico to that border, specifically from the northern border of Mexico to the southwest part of the United States. We have studies on that. Now the border is in very dry land that needs a lot of concentration, northern concentration, and we can define the border mainly as _________ pairs of cities. And we have these eight pairs of cities. We can see that 90% of the United States border, 91% is in these eight cities. Those are eight counties mainly with these cities. And in Mexico you have 85% only in these cities. The names of the cities and the counties are the same. So we have more than 90% of the border in _______ pairs. So if we study the ______ pairs, we are studying almost all of the border. Now there are some characteristics that are very important for the US side of the border. It’s for instance, the composition. We can see here that there is increase, in all the cases increase of the Hispanic population at the border, specifically the Mexican-origin population. There are places like ________, which is the city of Laredo, I think, that almost everybody is Hispanic. And almost everybody is of Mexican origin. Even in San Diego it’s impacting the increase of the Hispanic population and decrease of the Mexican origin population. You know that in the last year, the last months there are a lot of attention on the increase of the Hispanic population which is now the largest minority in the United States and it’s very important because in comparison with the African American population, the Hispanic population has a lot of cultural backgrounds that is very solvent. And we have a linguistic tie between us and links because people speak Spanish. You can see here in Austin what’s going on on that. Even the Brazilian people understand Spanish, so it’s going to be a different impact in the United States. Now we have also I am not going to stop on this but we have a difference in age structures. Now what we would like to do in this project is estimate, define, analyze transborder relations in regard to health and well-being. And we have here some conceptual diagrams to see what kind of transborder relations are those. And these are the indicators that we are using in the Mexican side, which is a place of __________ nationality. We have to look into these variables. And right now they are working also on the American side and see what kind of transborder relations do we have there. They are going to be very similar but there are some differences also. Now we have done a pilot study in Tijuana. We did sections on the survey and it is not only for aging, it is for the whole family but we have oversampled the elderly population. So far we have some of the results. The pilot study was about 200 households with about 700 members of those households. And we have these results from the sample. And these are the results from people 60 and over. And we have all these are all the explanation of what we are going to ask and complete a full-size survey in Tijuana. Tomorrow we will be submitting to the ________________, a proposal to fund these surveys in Tijuana. And our idea is to complete that to the Mexican side of the border. We would like to go to Ciudad Juarez and Laredo and all of that, but we need the partners to do that and we are also trying to submit a proposal for San Diego. ________________ is doing that at from UCLA and I would like to conclude this part of the talk. Okay? Thank you. 
Andres Villareal: Thank you Roberto. Our next presentation is by Felicia Knaul. She comes from the Fundacion Mexicana para la Salud and also the ______________________ Republica __________ Mexico, and her talk is entitled ‘Health Reform 2003: Economic security for Mexico and for Mexican families in the context of the epidemiological transition.’ 

Felicia Knaul: Thank you so much for having us here Jacqui, Keith, and Victoria. I’m going to take the liberty as all of the discussants have done to make just a very brief presentation and sort of unabashedly not say very much about my pedagogy and more about some policy conclusions. And as Secretary Frank mentioned, I’m that Canadian Mexican that will say a little bit about health reform and catastrophic spending. If you are interested in more information, we have a paper coming out, myself and Julio Frenk on health affairs, and there’s some of the data, the more serious econometric analysis is available from the Mexican Health Foundation. To say something about the health reform in the context of aging—first, I wanted to just discuss briefly some projections of what Mexico will have to do in terms of increasing spending on health in order to meet the challenges of the epi-transition and the aging that’s being talked about. So if we think a little bit about this blue line just what’s going to happen to the social security population, we would have to increase spending from 2.7% of GDP to 8.2. And if you thought about insuring the whole population, similar to what’s offered by the social security, it would be closer to 6% of GDP in 2000, and just thinking about the aging part of this, not population increase, is we have to go to 8.3. And that’s maintaining the levels that the social security has now. It’s very close to the Seguro Popular as you’ll hear about in a minute. And if you want it to go up from there we have to begin to think about major increases in GDP per capita, or major increases in the proportion of GDP that Mexico dedicates to health. What do we have to say about how you would want to do that? Well, what we would want to do is get closer to this line which is how we see D countries are spending on health and what they’re getting out of that in terms of life expectancy. Right now, Mexico is down along the bottom spending little and with a relatively lower life expectancy than what other countries can get to. And we want to sort of get closer to this line and try to go beyond it where you’re getting even more for your buck, where you’re getting more out of your health spending, and sort of avoid being down here. What can we say about how to do that? And Minister Frenk mentioned some of this in some of his talk. Going back to the 2000 WHO study, the identification of health performance, Mexico did particularly poorly on one of these variables. That’s this one, 144 out of 191 countries as compared to 61 overall in health system performance. That 144 is fairness of financing. And here we’re comparing to Costa Rica, the country with similar levels of GDP per capita and education levels. And they did much better because they have something very close to universal insurance in health. The reason that Mexico did so badly is what’s behind the reform and behind a lot of what I think we have to think about in terms of aging and epi-transition in the future. There is very regressive in terms of what we’d seen in 2000, health insurance, that’s what you’re seeing here by the quintile of the expenditure distribution per capita. And unfortunately—and this is what you see on the maps—the distribution of health insurance coverage actually traced out the epi backlog. So states that were poor in the south that had a bigger backlog had less coverage. In addition, that kind of a situation led to what he mentioned: high levels of catastrophic health expenditure, particularly focused among the uninsured, and those are also the poor. And we estimate about 4.5 million families per year in 2000. I had put this little piece of data over here because what we can see from the available data, and somewhat due to the reform as you’ll see in a moment, that is decreasing. The reform itself—and I won’t go into detail, but basically what’s behind the reform is the idea of taking down this sort of wall that was there in the health system since 1943 where those that worked in the formal sector and had employment in their families had access to social security with all of their benefits and the rest did not, the poor informal sector rural areas. The basic idea behind this reform passed by Congress in 2003 that went into effect in 2004 is a system for social protection of health and a popular health insurance program for these people. So we can actually no longer call them uninsured and we can say that we’ve gone up by about 2 to 2.5 million families who are now affiliated since the beginning of 2004 to the popular health insurance that’s progressing very quickly: 14.3% of families per year is the goal. And in terms of key elements of the reform, demand side incentives, progressive pre-payments, and homogenize the sources of financing in separating, budgeting between public health good and non-public health goods, et cetera. What should happen with this—first, you can see that per family spending by state will become much more even, that’s the blue part. And the subsidy by decile is very, very progressive, so that should generate much more solidarity and progressivity in the system. And we expect a big reduction in out of pocket spending, and the incidence of catastrophic and impoverishing spending and therefore efficiency in the system. To say a little bit about what that means in terms of the economics of aging, this is at the systemic or country level without saying anything about causality there is a clear relationship between economic development and the proportion of a health system that’s financed by out of pocket spending which as Minister Frank said is considered the least efficient and least fair way of financing a health system. Mexico in 2000 is here. Spending sort of much too much or investing much too much via out of pocket spending and that’s what we want to reduce and begin to approximate this kind of a line, which is likely much more efficient. It also should have a big impact on families. This says a little bit—this sort of graph—about how families, particularly the poor, finance health shocks and those health shocks tend to affect their ability to spend on other basic needs like housing and food and education. And from the data we have, this has a lot to do with aging. This is the second to last slide and the last part on the reform itself. I wanted to stop here for a minute. There are several things to think about. First, if you look at this blue line, and you can’t see too well because the index, there is an overall improvement—since the economic crisis period which is post-1994—in the incidence of catastrophic and impoverishing health expenditure among the whole population. A part of this story has to do with reductions in poverty—measured reductions in poverty—but a part of this story has also to do with reductions in out of pocket spending. But the interesting thing I think in terms of this contour we’re talking about is the group that’s most hit. And this is true in this kind of descriptive analysis, and we’ll also have regression work on this reform with a number of factors, are families that have older adults and children. And families with children, and here are these families with older adults. And even now when we see big improvement, post-crisis improvement, it’s these families with the older adults that tend to still have the greatest incidence of catastrophic and impoverishing health expenditures which are directly due to this out of pocket spending. And the reason you’re not seeing this as being sort of bigger than it is, is because in terms of the index, that’s so high. Going over to conclusions, and now more like a discussant for a moment, what can we say in terms of the reform and conclusions and where we should go in terms of policy? And one is that as the health reform proceeds, we see we’ve covered the bottom two deciles of the population and we’re going to sort of ever more focus on families that have big catastrophic expenditures, many of whom according to these data are those that include an elder member. So the health package must expand as the reform expands in terms of coverage of the population. A second point, that I think we need much more work in Mexico in terms of strategic planning and housing, communication, and transportation and to integrate that with health policy thinking particularly about long term care in the future. The third point is maybe what I would say in terms of the most important in terms of Mexican policy making in the context of aging, and that is right now no-person’s-land, in terms of my analysis of the situation, is the issue of long term care. It’s neither necessarily the responsibility of the Ministry of Health nor necessarily the Ministry of Social Development, nor any other. So I think we need to think carefully and now is the time because it’s a good point to begin. We still have a lot of time to be able to think about it—is to assign institutional or inter-institutional responsibility for the issue of long-term care. And that can be done in the context of the reform and coverage of the reform. A fourth point, speaking from the Ministry of Public Education—Mexico, despite very rapid advances in education, educational coverage, and our average number of years of education per person, still is a country where 52% of adults over age 15 do not have secondary education. And that has a big implication in terms of healthy aging. So accelerated programs and education. And the last point is in labor market policies that reflect the big increases in female labor force participation—my reading of that is that it’s a big important motive for economic development. There’s been a big increase in the region in female labor force participation, but it’s been quickest in Mexico. Women can find market work, domestic work and caregiving; they tend to work longer hours, but the majority of them lack social insurance and access to childcare because they’re not working in the formal sector. So we need to deepen the reform to expand who it covers, expand the package of insured services; but we also need to think more about flexible labor market policies. And as a last point, very different from the earlier points, I think one of the key issues in doing that is to begin to extend the family rights and very much the responsibilities for caring to men, which is not the case in my reading right now, of the way labor market policies cover health and long-term care. Thank you. 
Andres Villarreal: Thank you Felicia. Our last presenter is Peter Ward. Peter Ward is a professor in both the department of sociology and at the LBJ School of Public Affairs here at The University of Texas and his talk is entitled ‘Colonías and informal homestead subdivisions and self-help care for the elderly among Mexican populations in the US.’ 
Peter Ward: Thank you very much indeed Andres and Jacqui and Keith for the invitation to be with you today. I’m going to move in a slightly different direction and I think it will complement this particular panel really rather well. What I wanted to do here is to talk very briefly about some recent work that we’ve been doing on the production of self-managed housing and the home, the residential environment, the dwelling, as the locale for care for the elderly parents. The word ‘home,’ ‘dwelling’ I think is the first time we’ve actually mentioned it in this conference thus far. And what I’m going to be arguing is essentially is that the residential locality, the dwelling environment, is an extremely important locus for care for the aged. Now if you look at past work on irregular settlements in Mexico, and I’ve done a little work on it—a lot of my career has been on irregular settlement—is that essentially the self-help settlements that make up often 30, 40, 50% of the built-up areas of Mexican cities. These were developed by migrant cohorts in the 50s, 60s, 70s moving from the provinces into cities, young couples or young individuals in the early stage of their family building careers, getting work in the cities, and then moving out to the periphery of the cities, acquiring land illegally, constructing, self-helping, building their homes, the gradual process of consolidation over 10, 15, 20 years, collaborating with local authorities to install basic services. This is the way that most poor people in urban areas have acquired housing as owners, whether de facto or de jury owners. We know a lot about that. But today those populations, those successful migrants to cities are now living as owners of course in the intermediate ring, because now the cities are continuing to expand. These are high density areas. They often have subdivided those lots and dwellings with sons and daughters, now married with their own children and so forth. So you have kind of a compound arrangement existing within many low-income settlements, consolidate the settlements that formed in the 60s, 70s into the 80s. And researchers in Mexico are looking at this, at the intersection in terms of housing on the one hand, households and household dynamics on the other, and how that intersects with caring for the aged as well as acquiring housing on the part of those sons and daughters of those migrants who are going to inherit that lot eventually. So we’re working on this and if you look at the ___________ data and indeed Roberto Ham-Chande’s survey, you’ll see that there’s a housing section in there in terms of data collection. I don’t see those data coming in in terms of Dr. Wong’s analysis. It may be because there wasn’t the linkage in terms of those variables; housing variables didn’t provide any purchase on the outcomes that were being analyzed. Or it may be that we’re just not looking at it, and maybe what I want to argue here is that we need to do that not only in Mexico but particularly here in the United States. So what I’m asking here is how are low-income Mexican households now living in the US going to care for their aged parents? We’re looking forward. How are low income Mexican households now living in the US going to care for their aged parents who often obviously continue to live in Mexico or are living in Mexico. Remittances is one of those, of course, to those siblings still living in Mexico or to their parents, that’s already happening. But the dynamics of transnational families are changing and changing fast. And there’s a lot of research on this, of course. A greater 4proportion of Mexican migrants to the United States are becoming permanent residents in the United States. Dual-nationality supports that of course, and of course Mexican-origin US citizens—the demographics that we talked about, the perfect storm that Dr. Shine mentioned at the outset. Remittances will probably gradually decline, at least in terms of the relative amount of households’ income being remitted back to Mexico as those individuals become more vested and invested in terms of their future lives raising their families here in the United States. And I think there will be pressure to grow also for family reunification. In this case, what I’m thinking of is the possibilities, opportunities, pressures perhaps for elderly parents to move to the United States to live with their sons and daughters in the United States and live out their years in the United States. The question therefore is how will these households care for the elderly given their relatively low incomes? And colonías and what I call informal homestead subdivisions are the principle or are increasingly likely to be important paths to home-ownership for the poor and for the very poor in this country in terms of the entry roots to home-ownership for low-income households. Incomes in the border for colonía residents are around ten, twelve thousand dollars household per year. For example the median household income in Starr and Zapata County is just under $19,000 dollars household per year.
